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THE ROLE OF MEDICAL ADMINISTRATION IN PSYCHIATRIC 
HOSPITAL TREATMENT 


WILLIAM L. RUSSELL, M.D., New York, N. Y. 


This communication is an attempt to 
quicken interest in the history, place, and 
importance of medical administration as an 
integral part of the medical service for the 
treatment and rehabilitation of the patients 
in psychiatric hospitals. Individual treat- 
ment by the personal attention of the psy- 
chiatrist is, indeed, indispensable to adequate 
treatment in the hospital as elsewhere. It 
can, however, be obtained without admission 
to a hospital, and it is a mistake to assume 
that provision for it, even for every patient, 
would alone fully accomplish the therapeutic 
potentialities of the institution. 

The form of treatment which is peculiar 
to a psychiatric hospital, and not obtainable 
elsewhere, is the organized system of medical 
administration in which the facilities, and 
the services of the personnel, are so coordi- 
nated and administered that they constitute 
an effective instrument of treatment and 
rehabilitation. Such a system may be con- 
sidered the keynote of psychiatric hospital 
treatment. This may have been the view 
of Dr. Adolf Meyer when, in 1902, as direc- 
tor of the New York State Pathological 
(now Psychiatric) Institute, he said in an 
address to the medical superintendents of 
the state hospitals: “I am quite convinced 
that they (administrative duties) deserve 
foremost attention and do not hesitate to 
say that of the two possible evils, that of 
poor nursing of the patients and that of poor 
medical work . . . . poor medical work is 
the lesser evil. Nature will help itself in 
the patients, but nature cannot do anything 
against poor nursing. .... A regulated 
existence with occupation is, on the whole, 
the really most efficient form of [hospital] 
treatment apart from the usually sufficient 
provision for the management of excite- 
ment and intercurrent physical diseases” (1). 
A recent formulation of a similar view is 
contained in a report of the “Group for the 
Advancement of Psychiatry,” as follows: 
“Treatment in the hospital is regarded as a 


total institutional process, rooted in medical 
responsibility, but with the psychiatrically 
oriented participation of every staff member, 
each contributing to the total process on the 
basis of clearly established administrative 
allocations of responsibility and of well 
grounded and disciplined professional atti- 
tudes”(2). Many observations in the inten- 
sive application of administrative therapeutic 
procedures have clearly demonstrated their 
efficacy. It seems remarkable that it is ap- 
parently so inadequately resorted to in the 
psychiatric hospitals that descriptions with 
the title “Total Push” are still published 
simply as demonstrations of possibilities(3). 
Such treatment has long been routine in some 
of the more adequately organized and sup- 
ported psychiatric hospitals. It is disquieting 
and occasions a feeling of frustration that 
thousands of patients who, because of lack 
of it, remain indefinitely unimproved and 
often progressively deteriorating in the hos- 
pitals could be restored to healthy social re- 
lations and pursuits. Nor should it be for- 
gotten that, previous to modern advances in 
individual treatment in the hospitals, the ad- 
ministrative system, with attention to physi- 
cal conditions, constituted about all the treat- 
ment, and that nevertheless a considerable 
proportion of the patients admitted were 
discharged and resumed living in a normal 
community. 

The great advances in understanding and 
in individual treatment of mental illness, and 
the dramatic results obtained, may perhaps 
be tending to divert interest and attention 
from the place and therapeutic importance 
of this administrative system. That such di- 
version may already be affecting the quality 
of hospital treatment seems to be indicated 
by the following from a letter received from 
a director of long experience in one of the 
best of the state hospitals: “There have 
been many new special procedures in hospi- 
tals, but that is offset by the fact that basic 
supervision and care of the patients have 
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not kept pace with the other developments.” 

There may also be some significance in the 
growing change in the membership, organ- 
ization, policies, and proceedings of The 
American Psychiatric Association, which 
was founded by the superintendents of the 
psychiatric hospitals and in which until re- 
cently most of the members were engaged in 
hospital administration and practice. These 
changes may perhaps result in the displace- 
ment of hospital interests and practice from 
the leading position they have heretofore 
held in the Association. The expansion of 
the scope of psychiatry, in which prominence 
is given to the less disabling forms and 
grades of mental illness for which hospital 
treatment may seldom be urgently required, 
may also tend to relegate the hospitals to a 
position of secondary consideration. Many 
of the recent publications and programs re- 
lating to advances in the treatment and pre- 
vention of mental illness seem to indicate 
that it is anticipated that ere long outpatient 
service, psychiatric provision in general hos- 
pitals, which must necessarily be limited, 
private general medical and psychiatric prac- 
tice, and preventive mental health service 
may eliminate the necessity of resorting to 
the specialized psychiatric hospitals except 
for the most intractable and disabled cases. 
The National Mental Health program of the 
U. S. Public Health Service seems to make 
little provision for integrating the present 
hospitals in the general scheme of state aid. 
Even in medical education it is, in some in- 
stances, considered unnecessary to give much 
if any instruction in the psychoses, on the 
erroneous assumption that this is not re- 
quired for the understanding and treatment 
of the psychiatric problems met with in gen- 
eral medical practice. Many of the published 
comments and suggestions relating to im- 
proving treatment in psychiatric hospitals 
seem to indicate that it is considered that 
curative treatment would be adequately pro- 
vided for if the number of hospital psychi- 
atrists was sufficiently increased, and the 
service so organized and administered as to 
enable them to devote themselves exclusively 
to individual psychiatric treatment, meaning 
apparently personal psychotherapy. Even 
capable psychiatrists engaged in planning 
provision for hospital treatment of mentally 


ill war veterans report that “the dominant 
note in motivating our entire thinking on 
hospital design has been, ‘How does this or 
that feature improve the patient-doctor rela- 
tionship?’ .. .. We want our hospital to 
be a ‘doctor’s hospital,’ or, better still, a 
‘patients’ hospital,’ not an ‘administrator’s 
hospital.’” The spirit and purpose of this 
report are, indeed, highly commendable. Ap- 
parently, however, the important place of 
medical administration as an effective instru- 
ment of treatment and rehabilitation rather 
than merely a means of facilitating doctor- 
patient relationship may not have been clearly 
discerned(4). 

The form of organization and administra- 
tion of psychiatric hospitals in which medical 
authority and direction prevail throughout 
the whole institution has for more than a 
century been universally adopted in the most 
advanced countries and states. This was 
not arbitrarily dictated nor the result of 
merely theoretical considerations. It is the 
fruit of experience and trial of various other 
forms in which responsibility and authority 
were divided. Its adoption seems to have 
been determined by observation and experi- 
ence following reform in the treatment of the 
mentally ill in the last decade of the eight- 
eenth century. Chief among those who led in 
this reform was Dr. Philippe Pinel, whose 
account of his observations and undertakings 
at the Bicéetre Hospital in Paris is familiar 
to all students of psychiatric history. He re- 
lates, it will be recalled, that becoming dis- 
satisfied with the barren results of every 
form of treatment known to him, he observed 
that Pussin, the lay governor of the hospital, 
seemed, with the help of a carefully selected 
and well governed corps of attendants, by 
orderly administration of the service and 
patient, kindly, tactful, humane, and yet firm 
and just relations with the patients, to be ac- 
complishing more for their relief and cure 
than he was with all his knowledge and re- 
sources as a physician. Pinel had, no doubt, 
viewed the scene many times. Now, how- 
ever, feeling discouraged by the failure of 
his own resources, it seemed to him, he says, 
that he was witnessing a new form of treat- 
ment, This so impressed him that he resolved 
to examine for himself the facts that were 
presented to his attention. His observations, 
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made and recorded with scientific system and 
accuracy, revealed to him that “insanity was 
curable, in many instances, by mildness of 
treatment and attention to the state of the 
mind exclusively.” He gradually discon- 
tinued his previous treatment by drastic 
remedies, and eventually he resolved “never 
to have recourse to them until moral mea- 
sures had completely failed”(5). It is an 
interesting coincidence that, while Pinel was 
accomplishing his reform in Paris, the So- 
ciety of Friends under the leadership of 
William Tuke were establishing at York, 
England, a Retreat at which the treatment 
of the patients was of the same character as 
that which Pinel was so ardently introducing. 
Also that Dr. Thomas Fowler, who visited 
the patients of the Retreat several times a 
week, was recording that he “perceived how 
much was to be done by moral and how little 
by any known medical means,” and that 
medicines were “very inadequate means 10 
relieve the most grievous of human diseases.” 
The York Retreat, an account of which by 
Samuel Tuke, grandson of the founder, was 
published in Philadelphia in 1813, is of spe- 
cial interest to Americans as it furnished a 
pattern which greatly influenced the form 
and standards of administration and treat- 
ment adopted in some of the earliest psychi- 
atric hospitals in this country(6). 

The primary object of the reform insti- 
tuted by Pinel was, he said, “to abolish a 
system in which it was customary to detain 
maniacs in constant seclusion, and to load 
them with chains, to leave them to the bru- 
tality of underlings, in pretense of danger 
from their extravagances:—in a word, to 
rule them with a rod of iron.” Much more 
was, however, accomplished than relief from 
the sufferings occasioned by this system. 
Pinel considered that a new form of cura- 
tive treatment had been discovered. It was 
designated “moral treatment,” and for many 
years this term appeared frequently in psy- 
chiatric publications and in the proceedings 
of psychiatric societies. (The annual report 
of the New York State Commission in Lu- 
nacy for 1900 contains a section with this 
caption.) The term was, however, not 
adopted in general medical nomenclature, and 
Pinel was accused by his colleagues of ac- 
cepting the doctrine that the mind could be 


diseased separately from disease of the body. 
The conception of a new form of treatment 
may, nevertheless, have had some influence 
in determining the form of organization and 
administration which was eventually adopted 
in psychiatric hospitals. It was early per- 
ceived that “moral treatment” was insepa- 
rably involved with the administration of the 
hospital. Pinel said that in the practice of 
this treatment, he would “place first in point 
of consequence, the duties of a humane and 
enlightened superintendency, and the main- 
tenance of order in the services of the hos- 
pital,” and that “the general government of 
the hospital resembled the superintendence 
of a great family of turbulent individuals” 
(5). In the establishment and development 
of psychiatric hospitals, which received a 
great impetus from the reform movement, 
various forms of organization and adminis- 
tration were tried in which responsibility 
for medical service and for administration 
were separate. Eventually, however, it be- 
came clear that the welfare and successful 
treatment of the patients, and orderly admin- 
istration, were best provided when a psychi- 
atrically qualified physician was given re- 
sponsibility and authority throughout the 
whole institution. The practically universal 
adoption of this form of organization, and 
its maintenance without modification of es- 
sentials for more than a century, are evidence 
that it is sound in principle and satisfactory 
in practice. 

It may not be easy for laymen, nor even 
for physicians who have not had experience 
in the treatment of the mentally ill in hospi- 
tals, to understand why the physicians should 
be responsible for the maintenance of the 
hospital property and for the management 
of the farm and grounds and the household 
economics. That this question arose at an 
early period of psychiatric hospital develop- 
ment is indicated by a statement in a book 
on “Management of Hospitals for the In- 


sane” written by a medical superintendent 


and published in 1841. He wrote: “As soon 
as the management of the farming and 
household economy ceases to be a simple 
instrument towards the cure of the patients, 
so soon will the character of the institution 
instantly sink into that of a mere nursing 
establishment, in which the economical prin- 
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ciple predominates and the medical influence 
is subject to it”(7). Since then innumerable 
instances have confirmed this observation. It 
is recently confirmed by a report of a dis- 
cussion of the dietary of the present public 
hospitals for the mentally ill by a group of 
social workers, in which it is stated that “in 
some of the hospitals poor feeding is due to 
the fact that business administration is sepa- 
rated from medical administration. Under 
such conditions the planning of the hospital 
farms is apt to be determined by the produc- 
tion of crops which show up large poundage 
rather than those which fit patients’ needs 
for a balanced diet”(8). Nor is it well un- 
derstood by medical administrators whose 
experience has been limited to hospitals for 
general medical and surgical patients, that 
patients suffering from mental illness present 
a treatment problem for which it has not 
been considered necessary to make provision 
in hospitals for other forms of illness. This 
is illustrated by the report of the highly 
qualified general hospital superintendents 
who, a few years ago, made a study and 
report of the organization and administra- 
tion of the New York State hospitals for 
the mentally ill. They recommended that, 
for appointment to administrative positions 
in the hospitals, physicians whose training 
and experience had been obtained in hospitals 
for any form of illness be equally eligible 
with physicians who had obtained experience 
and training in psychiatric hospitals. They 
also recommended “a clear differentiation be- 
tween the administrative and clinical staffs,” 
and that “purely physical ills . . . . could be 
handled much better by a small resident staff 
of medical and surgical internes and resi- 
dents supplemented by a visiting staff of 
outside physicians . . . . who would have 
regular services in the hospitals.” It was 
considered that, by these means, “the ward 
physicians would be enabled to devote their 
attention primarily to the psychiatric care of 
the patients’(9). This conception of a 
three-sided type of organization illustrates 
the preoccupation with individual “doctor- 
patient” relations—in this instance even 
separating the psychiatrist from general 
medical treatment—and the lack of under- 
standing of psychiatric hospital conditions 
and the role of medical administration as an 


integral part of psychiatric hospital medical 
service, which prevails generally in the medi- 
cal profession. These physicians are evi- 
dently not aware that, as was said by a medi- 
cal author many years ago, psychiatric hos- 
pital administration and practice require the 
services of “medical men who have lived in 
asylums, and among the insane, who alone 
know what the insane require” (10). 

It should be kept in mind that, irrespective 
of any other problems that may be presented, 
psychiatric hospital treatment is ordinarily 
resorted to for persons who, because of men- 
tal illness, are unable to maintain the relations 
and obligations required for living acceptably 
in a community of normal people. Many of 
the cases are, when admitted to the hospital 
or after a varying period of intensive treat- 
ment, still capable of engaging to a limited 
degree in the social relationships and pur- 
suits of normal people. The hospital is, 
therefore, so designed and administered that 
it furnishes an environment in which due 
consideration is given to the limitations and 
needs of the mentally ill, so that, under medi- 
cal direction, they may be enabled to exercise 
and strengthen such capabilities as they still 
possess and gradually to become adjusted 
to community relationships and pursuits, at 
first within the special environment of the 
hospital, and eventually in less controlled 
conditions away from the hospital. This is 
quite different from any provision which is 
considered necessary in the hospital treat- 
ment of general medical and surgical pa- 
tients, whose mental capacity for normal com- 
munity relationships is not usually so 
seriously impaired as to require provision 
for rehabilitation and readjustment within 
the hospital. 

In order to employ environmental and ad- 
ministrative treatment most effectively, all 
the resources of the psychiatric hospital as 
a specially designed community, as well as a 
place for individual treatment, should be 
activated. This is why medical administra- 
tion of the whole institution by a psychi- 
atrist has been so universally adopted. It can 
perhaps be best illustrated by a brief refer- 
ence to the service of a typical psychiatric 
hospital, such as one of the large public 
institutions at which more than 90% of the 
mentally ill receiving hospital treatment are 


provid 
tients 
degree 
useful 
treatm 
and di 
in occ 
therap 
eral b 
is aco 
they 1 
super 
tional, 
howe\ 
indust 
the oj 
be m 
premi 
of libe 
and a 
ment, 
of ev 
many 
and ¢ 
this \ 
favor 
stance 
rehab 
pital. 
ment 
can s 
utiliz 
sour¢ 
tion 
tion 
haps 
prev 
able 
to th 
sequ 
econ 
nate, 
worl 
TI 
who 
adm 
ill. 
(18. 
esse 
time 
tion 
lowe 
cal, 


| 
| 


Apr. 
nedical 
medi- 
eVi- 
-medi- 
ic hos- 
ire the 
ved in 

alone 


rective 
sented, 
inarily 
men- 
lations 
ptably 
ny of 
ospital 
treat- 
imited 
| pur- 
tal is, 
d that 
h due 
is and 
medi- 
ercise 
y still 
justed 
its, at 
»f the 
rolled 
his is 
‘ich is 
treat- 
il pa- 
| com- 
y so 
vision 
vithin 


id ad- 
y, all 
tal as 
lasa 
Id be 
‘istra- 
sychi- 
[t can 
refer- 
jiatric 
yublic 
the 
it are 


1949] 


WILLIAM L. RUSSELL 


725 


provided for. A large proportion of the pa- 
tients are ambulatory and capable of varying 
degrees of socially acceptable behavior and 
useful activity. For those receiving intensive 
treatment, provision is made for instruction 
and direction by specially qualified therapists 
in occupational, recreational, and physical 
therapy and in social relations. For the gen- 
eral body of patients, however, the hospital 
is a community in which, to a varying extent, 
they mingle with one another and engage in 
supervised but less restricted social, occupa- 
tional, and recreational activities. They also, 
however, in large numbers participate in the 
industries and other activities incidental to 
the operation of the institution. They may 
be met with in nearly every part of the 
premises, and many enjoy a large measure 
of liberty. They commingle with one another, 
and are also exposed to the attitude, deport- 
ment, and varying degrees of understanding 
of every grade of employee, by whom in 
many instances they may also be instructed 
and directed. The treatment which they in 
this way receive no doubt influences either 
favorably or unfavorably, and in some in- 
stances may determine, their prospects for 
rehabilitation and discharge from the hos- 
pital. The value of this means of readjust- 
ment to normal relationships and pursuits 
can scarcely be exaggerated. To develop and 
utilize it as a well-directed therapeutic re- 
source requires, however, a deeper apprecia- 
tion of the purpose and value of administra- 
tion as a form of medical service, and per- 
haps better conditions in the hospitals than 
prevail at present. The physicians are un- 
able to give adequate attention to relating it 
to the treatment of individual patients. Con- 
sequently, in the employment of the patients 
economic considerations usually predomi- 
nate, and it is merely a way of getting the 
work done. 

This was not the view of the physicians 
who first undertook the establishment and 
administration of hospitals for the mentally 
ill. One of them in his first annual report 
(1843) stated: “Labor is among the most 
essential of our curative means.” At that 
time psychiatric hospitals were an innova- 
tion; the views of the physicians were fol- 
lowed more implicitly, and economic, politi- 
cal, traditional, and other confusing and prej- 


udicial considerations did not have such a 
dominant influence as they came to have later. 
It was considered that, in order to be 
operated effectively as a well-adjusted medi- 
cal instrument in which a spirit and purpose 
directed to cure and rehabilitation should 
pervade throughout the organization, the 
size of the institution should be limited. The 
accommodations for patients were simple, 
but attention was given to making them com- 
fortable, attractive, and homelike. Much 
importance was attached to classification 
and protection from prejudicial associations. 
Schools, lectures, libraries, collections of nat- 
ural and art objects, and other means of 
promoting wholesome mental activity and 
interest were provided. Provision was made 
for physical exercise and games, recreation, 
entertainment, and social relations. Besides 
participating in work incident to the opera- 
tion of the hospital, numerous handicrafts 
were engaged in by the patients. At one 
hospital proceeds from the sale of articles 
made by them supplied funds for the sup- 
port of a library, the purchase of musical 
instruments, and the erection of a green- 
house stocked with a thousand plants. It 
was accepted, without question, that medical 
administration was an integral part of the 
medical service, in which all the physicians 
should participate. The descriptions in the 
annual reports of the best of these first hos- 
pitals indicate that they represent better than 
the present public hospitals essential require- 
ments of an effective psychiatric instrument 
of treatment and rehabilitation(11). 

Many influences and circumstances have 
contributed to shaping hospital provision 
for the mentally ill in this country. By the 
time this provision was undertaken the popu- 
lation of the country was already large, and 
thousands of mentally ill persons were either 
at large in the communities, or had accumu- 
lated in almshouses, annexes in which some 
measure of special provision was made, jails 
and lockups, and other unsuitable places 
without much, if any, medical attention. The 
unenlightened attitude, conceptions, and 


standards of the general population, and the 
indifference and neglect of the medical pro- 
fession, were an almost insuperable obstacle 
to progress, which was consequently attended 
with great difficulties and has been extremely 
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slow. Although the number of mentally ill 
persons in need of hospital treatment is per- 
haps greater than that of all other sick per- 
sons, there are ten times as many hospitals 
for the latter as for the former. Prompt and 
easy access to hospital service is available for 
nearly every sick person except the men- 
tally ill. 

The psychiatric hospitals also still reflect, 
in their design, organization, standards, and 
maintenance, the traditional views, attitude, 
and parsimony which have so long prevailed. 
The defects and deprivations presented by 
them are too numerous to mention in detail. 
Chief among them is the inordinate size per- 
mitted by present policies and standards. 
This was recognized by the Committee, pre- 
viously referred to, which studied the New 
York State psychiatric hospitals, which vary 
in size. They reported, “Size has an impor- 
tant bearing on the quality of medical care. 
Patients in large hospitals cannot receive the 
same individual attention as those in small 
hospitals. The care given to patients becomes 
mechanical and flows along the lines of mass 
production. The details of administration 
even with good assistants become more diffi- 
cult to follow. Policies are made to fit the 
size of the plant rather than the patients’ 
needs. . . . . The results of the tremendous 
increase [in size] of the institutions has been 
to place the emphasis upon the custodial 
rather than the curative features of the in- 
stitutions” (9). This is a moderate statement 
and could have been much stronger had these 
general hospital superintendents discerned 
the extent to which the medical administra- 
tion of the hospital as a psychiatric instru- 
ment of treatment and rehabilitation of the 
patients was impaired. It is significant also 
that an examination of the statistics of a 
group of hospitals of one state system seemed 
to show that the recovery rate was lower and 
the death rate higher in the large hospitals 
(12). The advent of very large psychi- 
atric hospitals seems to have been occasioned 
by expediency rather than by a well-consid- 
ered policy. So far as the writer is aware, 
only one state has had the wisdom and 
foresight to fix a limit on the size of its 
hospitals. 

In the state hospital development of which 
the writer has most information, the enlarge- 


ment of the existing hospitals followed the 
passage of a State Care Act, by which the 
sole responsibility for providing care and 
treatment for the mentally ill was vested in 
the state government. This made it neces- 
sary for the state to make, as rapidly as pos- 
sible, provision for an enormous number of 
mentally ill persons at large or accommo- 
dated in almshouses and inadequate local 
hospitals, who had in most instances been 
long ill and deteriorated. The problem was 
augmented by a great influx of immigrants 
without provision for ascertaining the preva- 
lence of mental disease and defect among 
them before they were admitted. It was con- 
sidered by the state authorities that, in order 
to meet the demand most expeditiously and 
economically, it would be expedient to en- 
large the existing institutions rather than to 
establish new ones. This was found by the 
public authorities, whose understanding and 
chief interest related principally to economic 
considerations, to be so satisfactory that it 
gradually determined a settled policy. Con- 
sequently, following the passage of the State 
Care Act for a period of about 30 years, only 
one new hospital was established. Several of 
the hospitals grew to very large propor- 
tions, and when the establishment of addi- 
tional hospitals was resumed, one of them 
now contains more than 10,000 patients. 
Possibly the example thus set has influ- 
enced the policy of other states, and even 
that of the Federal Government. Apparently 
the importance of preserving conditions re- 
quired for administering the hospital as an 
instrument of treatment and rehabilitation 
was no longer adequately considered. The 
disturbance of the relation of service facili- 
ties to the requirements, and the diversion 
from regular duties and interests of the 
medical superintendents and other members 
of the hospital organizations occasioned by 
extensive alterations and enlargements, had 
a very serious effect on the character and 
efficiency of the hospitals. Also, notwith- 


standing the increase in accommodations, it 
has not kept pace with the admissions, and 
the classification of patients essential to good 
treatment and the character of the living 
conditions have been deplorably impaired 
by overcrowding. Of all the conditions which 
impair the value and efficiency of the present 
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public hospitals for the mentally ill, over- 
crowding has probably first place. When long 
continued it may even tend to debase the 
standards of the physicians, nurses, and 
other members of the hospital organization, 
who, becoming discouraged and finding the 
conditions inevitable, gradually become re- 
signed and lower their criteria accordingly. 
Also, recently appointed professional and 
other members of the organization and 
students, who are observing psychiatric hos- 
pitals for the first time, are liable to obtain 
impressions which may have an unfortunate 
influence on their standards and capability in 
psychiatric service. It may be questionable 
whether hospitals in which these conditions 
prevail are suitable for educational purposes. 
Nor can comfort be derived from assum- 
ing that, after all, our psychiatric hospitals 
are equal or superior to those of other coun- 
tries. This may be true in some instances. 
It is, however, not borne out by the observa- 
tion of qualified visitors to some of the for- 
eign hospitals, at least before they were 
exposed to the devastating effects of two 
great wars. Comparisons with English hos- 
pitals which have recently been published in 
this country may also furnish occasion for 
serious consideration. In an article recently 
published in a leading periodical devoted to 
hospital interests, an English visitor to the 
public hospitals for the mentally ill in the 
northeastern states, where some of the best 
in the country are located, wrote that he was 
“extremely disappointed in the standard of 
the state hospitals.” Some of his comments 
were: “The wards comfortless . . . . badly 
decorated .... furnishings low grade 
.... food and food service, clothing, all 
left much to be desired . . . . understaffed 
. rate of expenditure low ... . poor 

rate of wages.”” He considered the stanuard 
to be below that of the English public mental 
disease hospitals, none of which had a patient 
population of over 1,500(13). This observer 
was a lay officer of an English hospital and 
did not comment on the medical service. At 
the meeting of The American Psychiatric As- 
sociation in May, 1948, however, one of the 
members gave an account of his visit to 16 
English hospitals, in which he confirmed in 
considerable detail the above statements, and 
added that the proportion of physicians and 


nurses, especially graduate nurses, was 
greater in these hospitals than in American 
hospitals, and that, as the average daily pa- 
tient population was slightly over 1,200, the 
medical superintendents were enabled to en- 
gage actively in clinical and scientific inter- 
ests and work(14). 

Medical administration of psychiatric hos- 
pitals seems now to be firmly established. 
Responsibility for its preservation, success- 
ful operation, and advancement evidently be- 
longs primarily to the psychiatrists indi- 
vidually and by means of their organizations. 
In order to fulfil this obligation, it is incum- 
bent upon them to extend to it interest and 
attention corresponding to those given to 
other medical interests and responsibilities. 
Necessity for this is illustrated by the oc- 
casional attempts of hospital boards or state 
officials, impressed by the magnitude of the 
investment and the secular character of much 
of the administration, and not understanding 
that economic must be subordinated to medi- 
cal considerations, to revert to the discredited 
form of organization in which responsibility 
and authority in administration and in medi- 
cal service were separate. It received an 
ominous jolt when, a few years ago, the Gov- 
ernor of a great state secured legislation 
abolishing the statutory provision requiring 
a psychiatrically qualified physician for the 
position of State Mental Hygiene Commis- 
sioner, and was publicly reported to be con- 
sidering the appointment of a layman. The 
chairman of the committee appointed by the 
Governor to investigate the department and 
the hospitals was also reported to have stated 
that the appointment of laymen as superin- 
tendents of the hospitals was contemplated. 
Quite recently a board of managers of a 
state hospital, which for many years had, 
with more than ordinary success, been ad- 
ministered by medical superintendents, con- 
sidered the appointment of a “lay superin- 
tendent under whom would function a 
physician as chief of staff of the medical 
service.” Fortunately, after long considera- 


tion, during which the history and advantages 
of medical administration were brought to 
their attention, the board appointed as super- 
intendent a physician who was well qualified 
in psychiatric hospital administration and 
practice. 
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To replace the antiquated hospitals and the 
policies and standards which now determine 
the organized provision for the treatment of 
the mentally ill, with provision conforming 
with the requirements now considered neces- 
sary, will be a long term undertaking and 
beset with many difficulties. The example of 
our predecessors of a century ago, when 
there were practically no hospitals for more 
than a negligible proportion of the mentally 
ill, may perhaps be followed now. They, like 
Pinel, viewed the scene that was opened to 
them “with the eye of common sense and 
unprejudiced observation,” and proceeded 
realistically and patiently with the elementary 
task of formulating principles and standards 
to serve as a guide in the location, design, 
organization, administration, and mainte- 
nance of psychiatric hospitals. Their avowed 
goal and incentive was “to alleviate the con- 
dition of the insane in every part of the coun- 
try.”” A similar goal now might be “‘to pro- 
vide prompt and easy access to adequate 
psychiatric service for every mentally ill per- 
son in the country.” This may perhaps be 
considered to be especially a task for the 
psychiatric and mental hygiene organizations. 
The undertaking is too extensive and com- 
plex for further consideration in this article. 
It may be said, however, that outstanding ap- 
pears to be the need for a far larger number 
of hospitals ; not merely with the limited fa- 
cilities of a department of an urban general 
hospital, but independent hospitals of moder- 
ate size provided with all the facilities and the 
organization both for adequate individual 
treatment and for the organized provision 
for activating all the resources of the hospital 
as an instrument of treatment and rehabili- 
tation. 

In the meantime, consideration must be 
given to making the most of the present hos- 
pitals and other available resources. In 
making improvements in these hospitals 
much attention has, very appropriately and 
helpfully, been given to provision for physi- 
cal study and treatment. This should of 
course be continued so that the mentally ill 
may be given the advantage of all the re- 
sources of general medicine and nursing. 
Essential as this is, however, it should not 
be forgotten that the mentally ill present 
treatment problems which have not, at least 


until recently, received much if any consid- 
eration in general medical and nursing edu- 
cation and practice. The pattern of psychi- 
atric hospitals, and their organization and 
form and methods of administration, are in 
many respects, and must continue to be, dif- 
ferent from those of other hospitals. It is 
evidently the particular duty and responsi- 
bility of psychiatrists to give special atten- 
tion to the maintenance and advancement of 
these. The integration of psychiatry with 
general medicine and nursing is indeed much 
to be desired. It will be unfortunate, how- 
ever, if zeal in accomplishing it is permitted 
to subordinate or attenuate these indis- 
pensable requirements for adequate psychi- 
atric service. It can hardly be doubted that 
much improvement would occur in the treat- 
ment of the patients from any means of in- 
creasing the tempo and raising the standard 
of the general service to patients in the pres- 
ent hospitals, so that the needs of none would 
be neglected, and that the spirit and purpose 
of the whole organization would be actively 
directed to the cure, rehabilitation, and read- 
justment of every patient as fully as possible 
to normal social relations and pursuits. This 
is what the pattern of every psychiatric hos- 
pital should be. It is apparently what Dr. 
Adolf Meyer had in mind when he warned 
the superintendents of the New York state 
hospitals: ‘Division of work into practical 
routine and scientific work would tend to 
create corners that were never swept. 
The general efficiency of the hospital should 
be considered. I must emphasize over 
and over again that an improvement in medi- 
cal standards will show in what one sees 
done and expressed in the average case.” 
The medical organization and administra- 
tion of an overgrown, overcrowded, under- 
manned psychiatric hospital, so that it may 
operate as a well-integrated mechanism and 
instrument of treatment and rehabilitation 
may seem to be a hopeless undertaking. Not 
all the hospitals are, however, of this char- 
acter, and some improvement of all can be 
accomplished. The following comments and 
suggestions which the writer is venturing 
to make are directed principally to activating 
and increasing the efficiency of medical ad- 
ministration. Few, if any, of them present 
much if anything which is unfamiliar to those 
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engaged in psychiatric hospital service, and 
in some instances they have been given ex- 
pression in practice. In suggesting that con- 
sideration be given to the introduction of a 
system of special training for the personnel 
of every grade and department of the hos- 
pital, it is encouraging to note that, while this 
article was being prepared, it was announced 
by the New York State Commissioner of 
Mental Hygiene that such a program had 
been adopted for the total personnel of the 
hospitals of that state. The value of such 
training is recognized by industrial and other 
business organizations and many of them have 
made appropriate provision for it. The re- 
sources for such an undertaking are probably 
available or obtainable by any of the psychi- 
atric hospitals. Much could be done without 
great, or perhaps any, increase in expense, 
and the time devoted to instruction and su- 
pervision by qualified members of the pres- 
ent organization would be compensated for 
by the increase in efficiency. At least, con- 
sideration might be given to training for all 
those whose duties and responsibilities neces- 
sitate personal relations with the patients. 
The following positions seem particularly 
important : 

Medical Director (or Superintendent) .— 
This position is included in the New York 
State program, and special instruction and 
training for physicians under consideration 
for appointment as medical directors of the 
hospitals are provided. Also courses for 
the positions of hotel manager and general 
hospital superintendent and for administra- 
tors of penal institutions are given by some 
of the universities, though at present none 
for positions in psychiatric hospitals. 

Steward (or Business Officer or Man- 
ager).—It has long been considered by the 
medical superintendents of psychiatric hos- 
pitals that, if the qualifications for this posi- 
tion, both in education and experience, were 
increased and some preliminary instruction 
and training were provided, more initiative 
and responsibility could be delegated, and 
the superintendent and medical staff thereby 
enabled to devote more time and attention 
to the medical service to patients and other 
medical and scientific activities. A recom- 
mendation to this effect was made by the 
Committee, previously referred to, which 


studied the New York state hospitals(15). 

Staff Physicians.—The hospital experience 
of physicians previous to appointment to 
positions in psychiatric hospitals has usually 
been obtained in hospitals for general medi- 
cal and surgical patients only. They are, 
therefore, not aware of the necessity and 
value of medical administration as an in- 
tegral part of the medical service. They are 
more likely to consider administration to be 
concerned merely with economic and dis- 
ciplinary considerations, and of little or no 
interest or importance in the clinical and sci- 
entific activities which had heretofore been 
their only professional concern and in which 
they will have further opportunities in their 
study and treatment of the mentally ill. Con- 
sequently, it would seem advisable that train- 
ing and instruction of physicians for psy- 
chiatric hospital service be directed to medi- 
cal administration and the utilization of all 
the resources of the hospital for treatment 
and rehabilitation, as well as to clinical ser- 
vice. Attention should be given to what Dr. 
Meyer said in an address to the New York 
medical superintendents: “A good knowl- 
edge of our patients, their history, their idio- 
syncrasies, their needs, their prospects, will 
forever be the best and soundest incentive to 
a hearty and inspiring devotion to adminis- 
trative duties” (16). 

Nurses, Attendants (or Psychiatric 
Aides).—Training for these positions has 
always been a problem of concern to those 
engaged in the treatment of the mentally ill. 
Much attention has been and is now given 
to it by The American Psychiatric Associa- 
tion and other organizations, and it is too 
extensive and complex to be given much 
consideration in a short article. A few com- 
ments may, however, be pertinent. 

Following the introduction of state regula- 
tion of nursing and nursing education and 
the policy of restricting specialized hospitals 
to training in their specialties, the 3-year 
courses in general as well as psychiatric nurs- 
ing, which had for many years been con- 
ducted in the psychiatric hospitals, were 
either discontinued or were modified and 
restricted to a greatly diminished number of 
students, or they were given over entirely 
to short courses for students of general hos- 
pital schools. The primary purpose of the 
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original courses was to maintain and ad- 
vance the care and nursing of the patients 
in the hospitals. Considerable success at- 
tended this undertaking; in fact, a remark- 
able transformation occurred in the care of 
the patients and morale of the service. At 
present, interest and effort in psychiatric 
nursing education are directed principally, 
and in many hospitals entirely, to short 
courses for general hospital students. These 
courses are indeed contributing to advancing 
understanding and management of the minor 
psychiatric conditions met with in general 
medical and nursing practice. They are, 
however, quite inadequate for qualifying for 
the difficult and delicate responsibilities and 
duties of psychiatric nursing. Nor do they 
contribute much, if anything, to providing 
the trained personnel required for the general 
service of the hospitals. This change in the 
character and extent of the training provided 
may perhaps explain the previously quoted 
observation of a state hospital medical di- 
rector that “basic supervision and care of 
the patients have not kept pace with the 
other developments.” The comparison with 
English hospitals previously referred to is 
also significant. It should be realized that 
this is important with relation to nurse train- 
ing, as the standards the student observes 
and participates in will determine those 
which are likely to be followed in practice. 
The revival of the longer courses in psychi- 
atric hospitals, or some equally effective 
equivalent, seems to be greatly needed. 
Consideration might also be given to the 
lack of an official standard to which those 
professing to be qualified in psychiatric nurs- 
ing should be expected to conform. Without 
this the standard that may be unwittingly 
accepted by registries, appointing officers, 
and general medical practitioners may ac- 
count for much poor management, objec- 
tionable practices, and unfortunate occur- 
rences in the treatment of mentally ill 
patients in general hospitals and in the 
communities. That some physicians seem 
to be unaware of the degree of training and 
experience required to qualify for psychi- 
atric nursing is illustrated by a recent article 
on “Psychiatry in the General Hospital,” in 
which it is advised that “general duty nurses 
can be trained ‘on the job’ for psychiatric 


nursing”(17). Even universities and ap- 
pointing officers do not always scrutinize suf- 
ficiently the basic qualifications of otherwise 
well-educated candidates for advanced psy- 
chiatric educational courses, or for psychi- 
atric educational or executive positions. 

Psychiatric nursing and nursing educa- 
tion would probably be more soundly and 
rapidly advanced by means of a National 
Association of Psychiatric Nurses, corre- 
sponding to the National Association of Psy- 
chiatric Social Workers. This was proposed 
several years ago, with the thousand alumni 
of the McLean Hospital School as a nucleus. 
The psychiatric social workers would hardly 
have attained the position of usefulness and 
influence they now hold, had they not been 
enabled by means of their separate organ- 
ization to influence and guide standards and 
developments. They have gained such re- 
spect and confidence that in the hospitals 
even duties such as explaining hospital con- 
ditions to new patients and supervising the 
condition and treatment of patients in family 
care are assigned to them, although by train- 
ing and experience nurses would seem to be 
better qualified. Nurses of the state hospitals 
supervised the care of patients on visit at 
their homes and in family care before there 
were any psychiatric social workers. 

Social Workers and Professional Ther- 
apists.—Those in these positions have usually 
received, in special courses in schools and 
colleges, a limited period of instruction and 
practice in psychiatric service. Some addi- 
tional instruction at the hospital would, how- 
ever, enable them to conform more quickly 
and effectively to the special conditions and 
requirements. The extension of provision 
for social work in the rehabilitation of pa- 
tients and their restoration to normal rela- 
tions in the communities would contribute so 
much to reducing the number who now re- 
main indefinitely in the hospitals(18) that 
the diverting of social workers from their 
important work to duties that could just as 
well be performed by others can hardly be 
considered good practice. 

Managers, Foremen, and Assistants of 
Hospital Shops and Departments in which 
Patients Are Employed—Provision for in- 
struction and training of those who occupy 
these positions would contribute to the ad- 
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vancement of employment of patients from 
merely a way of getting the work done to a 
means of treatment and rehabilitation. En- 
abling them to appreciate that “labor is among 
the most essential of our curative means” 
would add dignity to their positions, and 
improve their morale, interest, and attention 
to the condition and needs of the patients. 
Their instruction and training should be 
simple and practical, in keeping with the in- 
telligence and general education of the par- 
ticipants. Some of them would be found to 
have already, by observation and experience, 
gained much knowledge of the condition of 
the patients and skill in their relations with 
them, but not to be aware of the significance 
and value of their knowledge and skill and 
their application as a means of treatment. 
The organization and supervision of their 
training would require the services of a 
physician. Most of the work, however, could 
be delegated to instructors from the nursing, 
occupational, and other professional services. 
Literature in the form of leaflets, booklets, 
posters, and in some instances books could 
be utilized. The methods employed by the 
New York State Mental Hygiene Depart- 
ment may serve as an example. After the 
present occupants of the positions had been 
trained, the task would thereafter be lighter. 
Regular inspection of working conditions 
and the treatment received by the patients 
could be made by the nursing supervisors, 
and the physicians would naturally be inter- 
ested in observing, instructing, and directing 
the treatment and progress of their patients 
by the more intelligent and effective use of 
employment. 

In addition to more active medical admin- 
istration and provision for training of all 
the personnel whose duties require personal 
relations with the patients, there are, even 
under the present difficult conditions, other 
means of contributing to the advancement 
of the extent and quality of curative treat- 
ment in the hospitals. Among these the fol- 
lowing seem, without extensive and costly 
structural and administrative provision, to be 
feasible : 

Extension of Provision for Intensive 
Treatment.—An institution in which many 
of the patients admitted remain indefinitely 
because curative treatment cannot be given 


can hardly be considered an adequate hospi- 
tal. This situation, which exists in the public 
institutions for the mentally ill, should surely 
no longer be accepted without strong pro- 
test and efforts to correct it. In most of the 
hospitals organized provision for intensive 
treatment consists almost, or altogether, of 
a reception service of such limited capacity 
that patients can ordinarily be retained for 
a very short time, in some instances for only 
a few days. The services to which transfer 
must be made are not equipped, organized, 
and administered with a view to active cura- 
tive treatment ; and in some the living condi- 
tions and associations are more likely to be 
prejudicial than favorable to the prospects 
of the patients. 

A second and much larger intensive treat- 
ment service would provide for the longer 
period of such treatment required for the 
cure and rehabilitation of many patients who 
are now rather indiscriminately distributed 
in inadequate services. Suitable patients 
would be transferred to this service directly 
from the reception service, and also from 
other services. Provision would be necessary 
for adequate equipment, organization, and 
administration. The various forms of indi- 
vidual physical and mental treatment which 
have now such a large place in psychiatric 
practice could be extended to more patients 
than at present. Also, the better environ- 
ment, the closer medical and nursing atten- 
tion, and the intensive utilization of the 
invigorating recreational, occupational, and 
social resources of the hospital would pro- 
duce both humane and economic results that 
would more than compensate for the mod- 
erate expense involved. Consideration should 
be given to the many demonstrations of suc- 
cessful treatment of even deteriorated cases 
of long duration(3), and in every psychiatric 
hospital such instances in individual cases 
are observed. How much greater would 
be the success of such treatment if under- 
taken promptly on admission and continued 
persistently for the comparatively long pe- 
riod which experience has shown to be neces- 
sary. It is encouraging to note that provision 
for this plan of treatment is made in hospi- 
tals of the Veterans Administration. Some 
of the patients suffering from nearly every 
form of mental disorder, even organic and 
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senile cases, respond favorably to treatment 
(19). Even if discharge from the hospital 
is not always accomplished, many patients 
may be so improved as to become orderly, 
useful members of the hospital community 
instead of idle, helpless, or perhaps dis- 
orderly, destructive, detrimental, and ex- 
pensive burdens. 

Classification of the Patients—A hospital 
director in 1841 wrote: “There is hardly 
any matter connected with the management 
of the insane, which appears to me more 
clear than the desirability of dividing the pa- 
tients into small classes.’’ This was also em- 
phasized by Pinel and has been universally 
observed. It seems deplorable that the trend 
of psychiatric hospital development in this 
country has been attended with so little con- 
sideration for this means of treatment. The 
aggregation in the various units in the large 
hospitals augments the difficulty, and over- 
crowding renders it practically impossible 
even when pernicious influence is obvious. 
Much of the disorderly behavior and deteri- 
oration of patients in the hospitals is occa- 
sioned, or aggravated and perpetuated, by the 
environment and management to which they 
are exposed. This should, surely, be con- 
sidered preventable, and provision made 
accordingly. 

Overcrowding will perhaps, in various 
degrees, be inevitable until adequate hospital 
provision and other means of treatment and 
prevention have been fully accomplished. In 
the meantime, much can be done to relieve 
it by facilitating discharge from the hospital 
by means of more adequate medical adminis- 
tration and more active and effective utiliza- 
tion of all the resources for treatment and 
rehabilitation. Constant relations with rela- 
tives and friends, home visits, family care, 
and outpatient and social service will also, 
if energetically employed, contribute to the 
discharge of patients. Community outpatient 
service, psychiatric service in general hospi- 
tals, and private psychiatric practice may 
eventually decrease admissions to the psy- 
chiatric hospitals. On the other hand, many 
patients in need of hospital treatment and not 
now receiving it are likely to be admitted. 
Also, when the hospitals are improved, they 
will be more frequently resorted to. 


CONCLUSION 


The inadequacy of the present provision 
for hospital treatment of the mentally ill has 
been widely broadcast, and a growing de- 
mand for provision to conform with modern 
understanding of requirements may be an- 
ticipated. It will naturally be expected that 
the psychiatrists and their organizations will 
assume responsibility and leadership in pro- 
pounding and activating the principles, plans, 
and standards to be followed. As long ago 
as the eighteenth century, an eminent medi- 
cal teacher, in a lecture, “On the Passions,” 
explained to his students that “this care of 
the human mind belongs to us. It is the most 
noble branch of our office. . Our art 
will not be consummately perfect, till it can 
render men, not only robust, but as ingenious 
and as good as possible’(20). A _ special 
obligation rests upon those psychiatrists who 
by training and experience are particularly 
qualified in psychiatric hospital administra- 
tion and practice. Their position and the 
work they are engaged in are characterized 
by a recent medical author as follows: “The 
700,000 patients in institutions are of course 
the central problem of psychiatry. The care 
and study of these patients is the profes- 
sional occupation of a serious and devoted 
band of psychiatrists who man the medical 
staffs of the mental hospitals of the country. 
These physicians and the body of medical 
and psychological knowledge which they rep- 
resent are the basis of psychiatry”(21). It 
should be realized that psychiatry is not 
merely a branch or outgrowth of general 
medicine. While mental illness was receiving 
no adequate attention in medical education 
and in general medical and nursing practice, 
it was in the institutions that opportunities 
were available for the observations and ex- 
perience on which the fundamentals of psy- 
chiatry are based. Now that the scope of 
psychiatric understanding, study, and prac- 
tice has been extended far beyond the con- 
fines of the institutions, psychiatry is en- 
riching the resources of general medicine, 
and is gradually being incorporated into 
the general body of medical knowledge and 
practice, which may thus perhaps become 
“consummately perfect.” In psychiatry, 
however, evidences of illness and methods 
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of examination and treatment which have 
heretofore had no definite place in general 
medical thought and practice are the major 
considerations. It is essential, therefore, that 
hospitals for the mentally ill be definitely 
psychiatric. All the resources of general 
medicine and surgery should indeed be avail- 
able, and much advance in supplying these 
has been made in the psychiatric hospitals. 
In future hospital planning and in endeavors 
to modernize the present hospitals, however, 
it seems important that the special require- 
ments of psychiatric service should be the 
primary consideration. Some compromises 
with economic considerations and _prevail- 
ing views and standards may be, for a long 
time, unavoidable. If, however, correct prin- 
ciples and standards and their relation to 
the objects to be accomplished are clearly 
explained and persistently advocated, they 
will frequently, and eventually always, be 
followed. The statements of correct policies, 
principles, practices, and standards which 
The American Psychiatric Association has, 
from time to time, formulated and adopted 
for the guidance of its members and the 


| public have been generally accepted as au- 


thoritative. In view of the increasing inter- 
est, pressing need, and of what may ere long 
be a pressing demand for more adequate hos- 
pital provision, consideration might perhaps 
be given to revising and extending some of 
these statements. The program of the 1948 
annual meeting of the Association contained 
at least six papers which indicated the place 
and value of medical authority and direction 
in the administration of the hospital as an 
effective instrument of treatment and reha- 
bilitation(22). It might perhaps be advan- 
tageous to assemble such papers in the pro- 
gram of one session, and to publish them 
collectively in one number of the JoURNAL. 
Also, the establishment of a section of the 
Association on “Psychiatric Hospitals” might 
contribute to quickening and increasing in- 
terest and understanding of the nature and 
importance of administration as an integral 
part of the medical service. 
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TRANSORBITAL LOBOTOMY * 
WALTER FREEMAN, M.D., Px. D., Wasuincrton, D. C. 


Interest in the subject of psychosurgery 
is indicated by the fact that in 1947 nearly 
100 papers(1) were published in various 
parts of the world. Lewis(2) in his annual 
review refers to the fact that “these and 
numerous other studies done and at present 
under way should eventually furnish the 
much desired and needed enlightenment con- 
cerning the actual values to be expected from 
psychosurgery.” Further studies of great 
importance have recently been reported by 
the Columbia-Greystone Associates(3) upon 
results of topectomy, bilateral removal of 
specific portions of the frontal lobes. Briefly 
stated, these studies showed that most of 
the beneficial results of prefrontal lobotomy 
could be obtained by extirpation of the 
regions of the frontal lobes designated by 
Brodmann as Areas 9, 10, and 46 (Fig. 1). 
Operations affecting Area II were more 
dubious, while extirpation of Areas 6, 8, 
and 24 (limbic lobe) yielded no beneficial 
results. There was no distinct correlation 
of clinical improvement with mass of cerebral 
tissue removed. A particularly interesting 
observation was that the operations on Areas 
g and IO were not accompanied by the per- 
sonality deficits so frequently noted after 
the standard lobotomy operation. 

Topectomy is a rather formidable opera- 
tion and will probably find its place in neuro- 
surgical centers, where research facilities are 
abundant. Lobotomy is simpler and has 
proven effective in a large number of pa- 
tients that could be relieved of their distress 
in no other way. However, the personality 
deficits after operation, while they might be 
explained in some measure by the deterio- 
rating effects of the psychosis, have been a 
considerable bar to widespread application 
of the method in this country. The long- 
range follow-up results reported by Freeman 
and Watts(4) deal with these deficits. Pre- 


1 Read at the 104th annual meeting of The Amer- 
ican Psychiatric Association, Washington, D.C., 
May 17-20, 1948. 

From the Department of Neurology and Neu- 
rological Surgery, George Washington University 
School of Medicine. 
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frontal lobotomy was considered to have 
failed in about 20% of their 531 cases. 

In an effort to render frontal lobe surgery 
more available to the psychiatrist for the 
treatment of patients whose outlook for 
recovery was poor but not hopeless, I under- 
took an investigation of the operation of 
transorbital lobotomy originally proposed by 
Fiamberti(5) in 1937. This operation was 
said to be quick, easy, and safe, but details 
were lacking, and the reports by Rizzatti and 
Borgarello(6) were not too reassuring. Of 
100 cases operated upon only 15% were said 
to be benefited. Then the war shut down 
upon further work and only last year did 
further reports become available(7, 8). 
They were still not too reassuring, although 
a monograph by Fernandez-Moran(g) was 
encouraging. However, the lack of success 
seemed to be traceable to 2 factors, the inade- 
quacy of the operation ? and the unsatisfac- 
tory type of patient chosen. Watts and I(10) 
have repeatedly stressed the fact that de- 
teriorated schizophrenics are difficult to 
influence by lobotomy and require radical 
operations to eliminate the emotional com- 
ponent of the psychosis. The transorbital 
operation cannot approach the posterior 
parts of the frontal lobe at the base, portions 
again stressed recently by Smolik, Busch, 
and Hofstatter(11). On the other hand, our 
studies have indicated that the farther an- 
terior the incisions can be placed, the better 
the eventual result will be, provided the 
psychosis is relieved(12). Many of our fail- 
ures in nonschizophrenic patients were ap- 
parently due to too radical an operation. 


ANATOMICAL STUDIES 


Preliminary studies on the cadaver indi- 
cated that transorbital lobotomy is indeed 
simple and quick. The orbital plate is easily 
perforated by a sharp slender instrument. A 
heavier instrument is apt to break off chips 
of the brittle orbital plate and drive them into 
the brain with laceration of the dura. A 


* A recent modification that severs fibers at the 
base posteriorly is being studied. 
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more slender instrument like a spinal needle 
will bend or blunt itself against the bone. 
The transorbital leucotome (Fig. 4) is 22 
cm. in length, with a curved handle and a 
long round shaft tapering from 4 mm. to 1.5 
mm. and ending in a slightly beveled point. 
It is made of tool steel for strength and hard- 
ness and should be polished with emery 
paper between sterilizations. The handle is 
light in weight, to avoid sagging when the 
instrument is in place during photography, 
but strong enough to resist fairly heavy 
hammer blows. The shaft is marked in 
centimeters, a heavier scoring being used to 
indicate the most commonly used 7 cm.’ 

The point of entrance through the skull 
is approximately opposite the pupil, and at 
least 2 cm. posterior to the frontal sinus. 
There are no important structures such as 
vessels, nerves, or glands in the path of the 
instrument. The point of the instrument 
enters the base of the frontal lobe about 3 
cm. lateral to the midline and 2 cm. behind 
the frontal pole (Fig. 2). When it is thrust 
into the frontal lobe approximately parallel 
with the bony ridge of the nose it penetrates 
the white matter to a depth of 4.5 to 5.5 cm. 
somewhat anterior to the rostrum of the 
corpus callosum. It does not enter the an- 
terior horn of the lateral ventricle. When it 
is in position, the instrument can be moved 
from side to side through an arc of about 
30° in order to sever the connections of 
this part of the frontal lobe with the thalamus. 
A wider sweep endangers the cortical vessels 
(Fig. 3). Studies of the incision in relation 
to the thalamic radiation indicate that much 
of the radiation to Areas 9 and 10 is severed. 
The basal part of the radiation can be sev- 
ered to some degree by withdrawing the in- 
strument 2 to 3 cm. and moving it much 
farther laterally, as far as the contour of the 
orbit will permit, but always with some 
danger of laceration of blood vessels on the 
medial aspect of the hemisphere. 

These cadaver studies indicated that the 
method is relatively safe and that it can 
reach the white matter underlying what 
appear to be the most important areas in the 
frontal lobe. As yet there have been no post- 
mortem materials for further study. 


8 The transorbital leucotome is made by H. A. 
Ator, 5332 20th St. N.W., Washington 8, D. C. 


CLINICAL STUDIES 


Early in 1946 I performed transorbital 
lobotomy upon Io patients(13). One patient 
has since died of carcinoma of the pancreas, 
and another patient suffered transitory hemi- 
paresis with later convulsive seizures that 
impair his working efficiency but are grad- 
ually coming under control. Two years after 
operation, 5 of the remainder are keeping 
house, one is managing his own business, 
one is a domestic invalid, and one relapsed 
after a year and is hospitalized. Practically 
all these patients were early cases. The next 
8 cases were performed at Yankton State 
Hospital in collaboration with Drs. Haas 
and Williams(14) during the summer of 
1946. These were chronic patients and only 
one improved enough to go home. Better 
patients were selected by Drs. Jones and 
Shanklin for the demonstration at the West- 
ern State Hospital, Fort Steilacoom, Wash- 
ington, in August 1947 and the results(15) 
were correspondingly better. Finally, in 
another demonstration at Huntington State 
Hospital, Huntington, W. Va., on January 
26, 1948, 16 patients from the services of 
Dr. Reaser and Dr. Knapp (of Weston State 
Hospital, Weston, W. Va.) were operated 
upon. The results have been quite satis- 
factory. The total number of cases operated 
upon by the transorbital route under my 
direction has been about 100. In one of my 
own patients there was a serious hemorrhage 
with extreme inertia subsequent to operation, 
but the patient is recovering some anima- 
tion now after 3 months. He presents many 
of the characteristics of the radical lobotomy 
case. This was the only complication other 
than the transient hemiparesis noted above. 


TECHNIQUE 


It has long been noted that psychotic pa- 
tients undergoing electroshock therapy are 
more relaxed, approachable, and even friendly 
for a short period following the postconvul- 
sive confusion. Temporarily their attitude 
toward others and toward themselves be- 
comes altered for the better. Even more 


important, perhaps, is the decrease in emo- 
tional tension. Then, as the disrupting effects 
of the electrically induced convulsion sub- 
side, the psychotic manifestations again 
dominate the patient’s behavior. Transorbi- 
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tal lobotomy seems to be more successful 
when carried out in conjunction with electro- 
convulsive shock than when it is done under 
ordinary anesthesia. However, further 
studies are being carried out to determine 
this point. The function of the electroshock 
is primarily to produce generalized disrup- 
tion of cortical activity. Transorbital lo- 
botomy can then be performed in the post- 
convulsive coma without further anesthesia. 
It has been my custom to administer two 
convulsive shocks at an interval of one or 
two minutes in order to prolong the stage 
of coma, because a patient coming too quickly 
out of coma might dislodge the instrument 
and endanger his life. No preparation of the 
operative field is necessary, since the con- 
junctival sac is normally sterile, and the 
tears flow freely after the electrical dis- 
charge. Transorbital lobotomy should not be 
undertaken in the presence of conjunctivitis. 

After the second convulsion subsides a 
towel is placed over the nose to prevent con- 
tamination by saliva or nasal secretions. The 
eyelid on one side is then elevated and the 
point of the instrument inserted into the 
conjunctival sac, being careful not to touch 
the skin. The point of the instrument is 
moved around against the vault of the orbit 
until it sets properly, and the shaft is then 
brought into position parallel with the bony 
ridge of the nose. When the instrument is in 
place its shaft presses upon the eyeball, some- 
times to a marked degree, but the deforma- 
tion is brief and the only result seems.to be 
an occasional subscleral hemorrhage. The 
point is then driven through the orbital plate 
by gentle blows of a hammer until the 7-cm. 
mark on the shaft of the instrument reaches 
the edge of the upper eyelid (Fig. 4). Main- 
taining the instrument parallel with the 
bridge of the nose, the handle of the instru- 
ment is moved laterally about 15° and then 
medially about the same, is returned to the 
mid position and withdrawn.‘ Pressure is 


#In some instances I have attempted to sever 
the fibers in the lower medial quadrant by with- 
drawing the instrument only 2 to 3 cm. and then 
swinging it laterally through an arc of 60°, or as 
far as the conformation of the orbit would permit, 
then returning it to the midline before withdrawing 
the instrument completely. There have been no 
complications with this addition but I am not sure 
of its value. 


exerted upon the eyelid for several minutes 
to prevent bleeding into the orbit. An addi- 
tional electroshock is administered and the 
operation is repeated upon the opposite side. 
For purposes of checking, it is well to have 
photographs made with the instrument in 
place. The whole operation is over in 10 
minutes and the patient can then be returned 
to bed. 

Recovery from operation is scarcely longer 
than is required from the double or triple 
shock. Within an hour some patients can 
get out of bed, talk, use the bedpan, and take 
liquids. Some patients have a little headache 
or nausea. The temperature seldom rises 
above 100 during the first few hours and 
falls to normal by the next morning. In- 
continence is seldom observed. By the next 
morning most patients are ready to leave 
the surgical ward. A prophylactic dose of 
sulfadiazine 4 grams is given after nausea 
subsides, and thus far there have been no in- 
fectious complications in the 100 cases. Cold 
compresses may be applied to the eyelids 
for several hours. Pain is seldom severe 
enough to require even codeine, but a bar- 
biturate may be used to induce sleep. 


POSTOPERATIVE STATE 


In contrast with the postoperative inertia 
sO prominent after prefrontal lobotomy, the 
transorbital operation seems to produce very 
little. Patients are rather subdued, but fairly 
oriented and usually cheerful. One patient 
was observed to chuckle to herself several 
times during the afternoon, and when asked 
about it, replied: “All those foolish ideas 
I had. How did I get them anyway?’ By 
the following day the patients are usually 
rather relaxed and in good contact. Two pa- 
tients stated that when they woke up the next 
morning it was the first time they realized 
they were in a hospital. Convalescence 1s 
rapid. Some patients take their meals in the 
dining room the following day and are ready 
for discharge within a week. Others improve 
more slowly, and it may be weeks or months 
before they become stabilized. Some patients 
are more responsive to shock treatment after 
transorbital lobotomy than they were before. 
Some patients can leave the hospital but 
relapse after a longer or shorter period and 
have to be returned. Some patients never 
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Fic. 1——Brodmann’s chart of human cerebral cortex, medial aspect. 


Fic. 2—Base of brain showing point of en- 


trance of instrument marked by methylene 
blue. 


Fic. 3.—Section of frontal lobe along course 
of instrument showing triangular incision in 
white matter severing thalamo-frontal radia- 
tion chiefly to Areas 9 and 10. 
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Fic. 4.—Phantom drawing showing instrument penetrating between eyeball and upper eyelid, 
through orbital plate into white matter in frontal lobe. 


Fic. 5—Case 1, June, 1945. Catatonic 
schizophrenic who was maintained for over 
2 years by periodic electroshock therapy. 


Fic. 6.—Case 1, November, 1948, 8 days 
after transorbital lobotomy. She has continued 
well for 6 months. 
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show any improvement and a few of these 
have subsequently undergone standard pre- 
frontal lobotomy with good results. 

In favorable cases, patients have returned 
to their former occupations within 2 weeks 
and have continued to maintain themselves 
satisfactorily. While not all patients have 
been benefited, none has suffered aggravation 
of the mental condition as the result of 
operation. 

It has been particularly gratifying to find 
excellent preservation of normal personality 
patterns in recovered cases. A number of 
patients have been tested rather thoroughly 
by a variety of methods, and it may be 
stated categorically that none of the inertia, 
indifference, indolence, and so on has been 
manifested ; nor has there been the tactless, 
explosive, or outspoken behavior noted so fre- 
quently following prefrontal lobotomy. The 
patients are apparently entirely themselves, 
with normal capacity for meeting social situa- 
tions in an adult manner. Sometimes their 
adaptation is better than it ever was in 
their prepsychotic state, since they are less 
concerned with their own ideas, are more 
readily accessible to new approaches, and 
are freed from preoccupation with the future 
or the past. They have what appears to be 
an entirely normal attitude toward their ill- 
ness and much less of the amnesia for that 
period than that observed following pre- 
frontal lobotomy. Dr. Mary Frances Robin- 
son, who has studied a number of these 
patients before and after operation, speaks 
of a certain directness or lack of subtlety as 
the only observable change in personality. 


INDICATIONS AND CONTRAINDICATIONS 


Transorbital lobotomy is indicated in the 
schizophrenic patient when relapse occurs 
following adequate therapy. What may be 
called adequate therapy will differ with dif- 
ferent observers, but “maintenance ther- 
apy” whether psychologic, pharmacologic, 
or shock therapy must be considered in- 
adequate since it does not render the patient 
capable of maintaining himself. Electro- 
shock, which is so widely used in “mainte- 
nance therapy,” comes under this heading. 
Unless definite and sustained improvement 
can be obtained by electroshock therapy, it 


should be reinforced by transorbital lobotomy 
before significant deterioration has taken 
place. The following case is of importance 
in this regard. 

CAseE 1. Miss B. S., aged 19, began about the age 
of 16 to experience periods of inertia and preoccu- 
pation that by May 1945 had resulted in definite 
catatonia. Electroshock treatment resulted in a re- 
mission that lasted until November 1946. Another 
course of shock therapy gave a remission lasting 
6 months, but thereafter the attacks became more 
frequent and the relatively healthy periods were 
marked by poor concentration and inadequate per- 
formance. The girl tried to continue at work, on 
“maintenance shock therapy” at the rate of one 
convulsion a week, but by November, 1947, was 
facing discharge from her position. Transorbital 
lobotomy was performed November 10, 1947, with 
immediate clearing of the psychosis. She returned 
to work within 2 weeks and has had no further 
trouble. Photographs taken before and after opera- 
tion (Figs. 5, 6) reveal the marked change in her 
facial expression. 


Since there is no personality down-grading 
following transorbital lobotomy, the opera- 
tion can be recommended in early cases of 
schizophrenia. Pending further experience 
with the method, it may be stated that trans- 
orbital lobotomy should succeed in patients 
who have been sick for less than a year and 
hospitalized less than 6 months. A few pa- 
tients may recover after longer illness, but 
transorbital lobotomy in such cases should 
be looked upon as a test method, rather 
than a last resort. If improvement is not 
sustained, standard or radical lobotomy is 
indicated. 

Patients with involutional depression who 
relapse after shock therapy may respond to 
transorbital lobotomy even though they have 
been sick for several years. 

I have been somewhat hesitant to apply 
transorbital lobotomy in cases of psycho- 
neurosis because conservative methods will 
relieve or sustain many such patients while 
the cases of great severity and long duration 
would seem to require the major operation. 
However, I have recently operated upon a 
few patients with chronic anxiety neurosis, 
obsessive tension state, and hyperventilation 
syndrome. In some cases the operation has 
been a failure, but in others it seemed to be 
just the procedure required to allay the 
anxiety without producing the undesirable 
aggressive behavior so often witnessed in 
this type of patient following major lobotomy. 
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Patients who are incompletely relieved 
become more easily influenced by psycho- 
therapy and shock therapy after transorbital 
lobotomy. In such cases the operation is of 
considerable assistance in rehabilitation. 

The conformation of the head is of some 
importance. A high broad forehead, par- 
ticularly with rather deepset eyes, brings a 
larger volume of frontal lobe within reach 
of the instrument. Failures have resulted in 
patients, otherwise satisfactory, whose fore- 
heads have been of the narrow or sloping 
character. 

The chief contraindication to transorbital 
lobotomy, as indeed to any lobotomy, is emo- 
tional deterioration. In contrast with the 
major operation, however, transorbital lo- 
botomy often fails in patients who are not 
deteriorated, but who have been sick for a 
prolonged period. Apparently the transorbi- 
tal approach is inadequate for an attack 
upon those structures at the base of the 
frontal lobe that are of such importance in 
the emotional aspect of the psychosis. 


RESULTS 


In view of the small number of cases 
directly under my observation, I am listing 
them in Table 1. Few of these patients were 
hospital cases at the time of operation. Most 
of them, however, had been treated by am- 
bulatory shock therapy and had failed to 
improve, had refused to continue, or had re- 
lapsed. Some of them had had previous 
attacks, maybe many years previously. As 
a rule, patients seem to become stabilized 
within a month or two after operation, so 
that cases operated upon within 3 months 
have been included. According to the tabu- 
lation, one half of the schizophrenics and one 
half of the involutional cases respond favor- 
ably to transorbital lobotomy combined with 
electroshock. 


SUMMARY 


Transorbital lobotomy accomplishes much 
the same effect that topectomy of Areas 9 
and 10, in that it abates the psychosis with- 
out producing any undesirable personality 
changes. 

Transorbital lobotomy is simple, quick, 
and safe. It is recommended particularly for 


psychiatrists in mental hospitals where major 
neurosurgical procedures are not available. 

Transorbital lobotomy under electrocon- 
vulsive shock should be undertaken when 
active therapy fails or is about to be replaced 
by “maintenance therapy.” It should be 
definitely understood, however, that the pro- 
cedure is a minor one and that some cases 
may later require major lobotomy for perma- 
nent relief. 

BIBLIOGRAPHY 


1. Freeman, W., and Watts, J. W. Psychosur- 
gery. In Spiegel, E. A., ed. Progress in Neurology 
and Psychiatry, Vol. 3, 1948. 

2. Lewis, N.D.C. Review of psychiatric progress 
1947. Am. J. Psychiat., 104: 465-470, Jan. 1948. 

3. Columbia-Greystone Associates. Problems of 
the human frontal lobe. (Pre- and post-operative 
studies of a group of psychotic patients from whom 
various portions of both frontal lobes were surgi- 
cally removed.) N.Y. Acad. Med. March 18 and 10, 
1948 (in press). 

4. Freeman, W., and Watts, J. W. Psychosur- 
gery. Second ed. Springfield, 1948, Thomas (in 
press). 

5. Fiamberti, A. M. Proposta di una tecnica op- 
eratoria modificata e semplificata per gli interventi 
alla Moniz sui lobi prefrontali in malati di mente. 
Rass. di Studi Psichiat., 26: 797-806, 1937. 

6. Rizzatti, E., and Borgarello, G. La leucotomia 
prefrontale di Egas Moniz in 100 casi di psiopatie 
gravi, di cui una meta comprensibili nal quadro 
della pit completa dissociazione psichica. Schizo- 
frenie, 6: 1-29, 1938. 

7. Ferrero, M. La leucotomia prefrontale trans- 
orbitaria alla Fiamberti e sue indicazioni. Note e 
Riv. di Psichiat. 77 : 1-36, 1942. 

8. Fiamberti, A. M. Indicazioni e tecnica della 
leucotomia prefrontale transorbitaria. Rass. di Neu- 
ropsichiat., 1: 3-8, 1947. 

9. Fernandez-Moran, H. Leucotomia e inyecci- 
ones en los lobulos prefrontales por la via trans- 
orbitaria. Arch. Venezol. de la Soc. de Oto-rino- 
laringol., Oftal. y Neurol. 7: 109-192, 1946. 

10. Freeman, W., and Watts, J. W. Prefrontal 
lobotomy: Indications and contraindications. Med. 
Ann. District of Columbia, 16: 355-360, July 1947. 

11. Smolik, E. A., Busch, A. K., and Hofstatter, 
L. Orbital prefrontal lobotomy in treatment of 
chronic mental illness. J. Interstate Postgrad. Med. 
Ass., 3: 179-184, Mar. 1948. 

12. Freeman, W. and Watts, J. W. Frontal lobe 
functions as revealed by psychosurgery. Dig. 
Neurol. and Psychiat., 16: 61-68, Feb. 1948. 

13. Freeman, W. Transorbital lobotomy: Pre- 
liminary report of ten cases. Med. Ann. District of 
Columbia, 17: 257-261, May 1948. 

14. Haas, F. W., and Williams, E. B. Trans- 
orbital lobotomy. South Dakota J. Med. & Pharm., 
I: 191-192, May 1948. 

15. Jones, C. H., and Shanklin, J. C. Trans- 
orbital lobotomy: A preliminary report of forty-one 
cases. Northwest Med., 47: 421-427, June 1948. 


1949 | 


739 


100g gror ‘ues 
awoy gr6r ‘uel 
‘Ade 
SNOILIGNO) WAHLO 
yooys 
yYooys poor asnoyg Suidsay gr61 ‘qay “PO 
25) poor) asnoy Zuidsay ‘uel gror ‘ues 
*Advidy} YOOYS IS1O poor) asnoy 4v61 ‘any 
SNOISSHadAC] ‘IVNOLLN'IOANT 
= duo asdelay 100g ‘idy ON 
100g ‘AON 4v61 ‘po 
poor asnoy Buidaay grvor ‘ues 
“Ade 
-194} yYOoys asnoy Zuldsay ‘ues 
“SUOIS[MAUOD 
‘stsoredimey Aivioduray pesojdury ‘qaq Sb61 
poor) asnoy Zuidsay “AON “po 
YOYS SIO poor asnoy Suidaay “po Zv61 "dag 
UMO Sulzeuey poory ON 
poor) asnoy Zuidaay ob61 
quasoig 
=> 
ON 


Lv61 


1z61 
ov6é1 
ez6r 
over 


Sv61 


of61 
gf61 


-£b61 


zv61 
gr61 
6f61 


Sv61 
Sv6r1 


9r61 


vrér 


ino- 


jesodiong 
“adap dd 


dd 


93838 AjaIxuy 


sisoineu AjaIxuy 


‘adap 


‘adap 
‘adap 


‘adap 
‘adap *joauy 


‘dap "yay 
"yay 
‘idap "yay 
‘idap 


plouesed *joauy 


‘adap 


plourieg 
plourieg 


ploueieg 


plourieg 
ploueieg 
plouvseg 


sisouseiqy 


st/a 


4 
6z/a 
ef/ 
ve/a 
Sv/ 4 


SS/W 
09/ A 


$9/ a4 
18/W 


99/ a 
49/ A 
a 
Sv/ 


oz/ 
of/ 


4 


6z/ 4 


Sb/ 
4t/a 
97/W 
zz/ 
61/4 


aay 


ital 
fed. 
47. 
ter, 
of 
ed. 
»be 
ig. 
of 
n., 
ne 


TRANSORBITAL LOBOTOMY 


[ Apr. 


DISCUSSION 
eo 


Mary Frances Rortnson, Pu. D. (St. Joseph, 


™ 


Mo.).—Psychologists are notoriously conservative 
and sceptical, and lag far behind the more progres- 
sive psychiatrists. I certainly have been no excep- 
tion. For a long time I objected even to shock 
treatments, but I got over that. I objected more 
strenuously to prefrontal lobotomy. I felt strongly 
that functional mental illnesses should be treated 
by mental methods. 

During the years 1943-1945 I studied intensively 
16 patients who had been operated upon by Dr. 
Paul J. Schrader in State Hospital No. 2 in St. 
Joseph, Missouri. Though they had suffered, 
through prefrontal lobotomy, no intellectual loss 
measured by standard intelligence tests, I found 
they had lost an ability to concentrate, to give pro- 
longed attention, and they showed marked person- 
ality changes. 

Since last September I have had the opportunity 
of studying 86 patients who have been operated on 
by Doctors Freeman and Watts. I have come to 
feel that far more important than their tendency 
to distractibility are the changes in their person- 
ality. A few seem almost free of these changes, 
but typically they show emotional flattening, in- 
difference to the feelings of others, and lack of 


concern for their own future. Many of them are, 
of course, functioning adequately on their jobs. I 
have certainly become convinced that the good 
achieved by prefrontal lobotomy far outweighs the 
personality losses involved—losses often described 
in the literature as “frontal lobe deficit.” 

More recently I have gone through a period of 
doubt regarding transorbital lobotomy. It seemed 
too brief and simple a procedure to do any good, 
and I felt sure that brain damage must result in 
personality damage. I have thus far studied 7 of 
these patients; I was unimproved, was given a 
prefrontal lobotomy, and is now at work. The 
other 6 are completely relieved of their morbid 
symptoms, are tactful and thoughtful of others, and 
are concerned for their own future. Tests that 
show typically after prefrontal lobotomy 
show none in these cases. 

It appears that, in patients who have not been 
ill long enough to become deteriorated, it is possible 
to destroy just enough brain tissue to cut down 
excess sensitivity and emotionality, and to leave a 
normal degree of both. 


losses 


I am not ready yet to give a formal report of 
my results, but thus far I have not found available 
or devised any testing procedure that shows any 
frontal lobe deficit after transorbital lobotomy. 
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Fic. 1.—View of transorbitome with and without extension arm. 
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A NEW INSTRUMENT FOR PERFORMING TRANSORBITAL 
LEUKOTOMY 


MATTHEW T. MOORE, M.D.,' 


Fiamberti(1), in 1937, devised an in- 
genious method of severing certain fronto- 
thalamic fibers by means of a transorbital 
approach. His simple procedure eliminated 
many of the disadvantages inherent in the 
orthodox transfrontal leukotomy (lobotomy), 
topectomy, and frontal lobectomy in the 
treatment of intractable cases of some of the 
psychoses and psychoneuroses. The method 
was adopted in this country by Freeman(2), 
and because of the device employed it has 
come to be known as the “ice-pick operation.” 

In order to remove the stigma of such an 
unappetizing term from what may prove 
to be a valuable advance in psychiatric treat- 
ment, and to overcome the defects of the 
ice-pick, which has the appearance of a crude 
weapon rather than an instrument, I have 
devised a transorbital leukotome, which pro- 
vides superior and safer performance. 

The defects of the ice-pick are as follows: 
(1) it lacks balance; (2) because of its 
round cross-section and absence of graded 
increase of caliber, it is easily “lost” or 
“runs,” when struck with the mallet; (3) it 
affords no means of visualizing the anatomi- 
cal position of the tip in the brain. Because 
of these serious defects, the ice-pick can slip 
away from the guiding hand of the opera- 
tor, and be thrust too deeply into the brain ; 
or the point may, during the lateral sweep 
of the handle, be carried too far mesially 
and rupture the anterior cerebral artery 
or pial arteries with resultant serious 
hemorrhage. 

The transorbitome (Fig. 1) is so con- 
structed that it obviates the foregoing. The 
shaft, in cross section, is elliptical in shape, 
and has a gentle increase in caliber from the 
point to the hilt, thus providing a “set,” 


1 University of Pennsylvania Graduate School of 
Medicine and the Philadelphia Psychiatric Hospital. 


when forced through the orbital plate, and 
prevents “running” when struck with the 
mallet. Moreover, the shape of the shaft 
permits easy removal in contrast to the oc- 
casional wedging or sticking of the ice-pick 
in the orbital plate. The extension arm 
(Figs. 2-6), when the handle is maintained 
in the horizontal plane, affords direct visual- 
ization of the medio-lateral movement and 
position of the tip of the transorbitome 
within the brain. The distribution of weight 
in the shaft and handle make for a balanced, 
easily manipulated instrument. 

The instrument is introduced in the same 
manner described by Fiamberti(1) and Free- 
man(2). It then is forced inward to posi- 
tion 1 (Fig. 2), which represents the 4-cm. 
mark in apposition with the rim of the upper 
eyelid; the handle then is swung laterally 
(position 2), so that the tip of the extension 
arm moves I cm. mesially (Fig. 3) ; the in- 
strument then is brought back parallel to 
the midline and forced inward to the 7 cm. 
mark (position 3, Fig. 4); the handle then 
is swung laterally so that the tip of the ex- 
tension arm moves 2 cm. mesially but not 
beyond a point 1.5 cm. lateral to the midline, 
thus avoiding section of pial arteries and the 
anterior cerebral artery (position 4, Fig. 5) ; 
the handle of the instrument then is moved 
mesially so that the tip of the extension arm 
is at a point I cm. lateral to the parallel line 
of insertion (position 5, Fig. 6) ; finally, the 
transorbitome is brought back to the parallel 
position and withdrawn. 
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FRONTAL LOBOTOMY 


CLINICAL EXPERIENCE WITH 107 Cases IN A STATE Hosprrat * 


JANE E. OLTMAN, M.D., BERNARD S. BRODY, M.D., SAMUEL FRIEDMAN, M.D,, 
AND 
WILLIAM F. GREEN, M.D. 


Newtown, Conn. 


Following the pioneer work of Egas 
Moniz, frontal lobotomy was introduced in 
this country in 1936 by Freeman and Watts 
(1). During the succeeding decade it gradu- 
ally gained increasing acceptance as a valu- 
able procedure in the treatment of certain 
types of mentai illness. However, its place 
in our therapeutic armamentarium is still 
subject to much criticism and depreciation. 
The treatment of the major psychoses is so 
difficult a problem that no _ therapeutic 
method which offers a reasonable hope of 
success, as indicated in the present instance 
by the cumulative experience of the past 
decade, should be neglected or scorned. The 
present report is intended as an additional 
contribution toward crystallization of the re- 
sults that may be expected from lobotomy 
in the treatment of mental disease, with par- 
ticular applicability to the problems existing 
in a state hospital, where psychiatric ill- 
nesses are, as a rule, encountered in their 
most difficult phases. 

The program of frontal lobotomy was 
initiated at the Fairfield State Hospital in 
May, 1946. At the time of the initial prepa- 
ration of this report(2), 107 patients had 
undergone the operation. All operations were 
performed by one of the authors (B.S.B.), 
who employed the Lyerly(3) method or 
slight modifications thereof. Our patients 
have now been observed for periods ranging 
from 8 to 21 months postoperatively. 


A. MATERIAL 


Our operative material was composed al- 
most entirely of individuals suffering from 
chronic mental illness whose prognosis was 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

From the Fairfield State Hospital. 
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regarded as extremely unfavorable. The 
diagnostic classification is shown in Table 1. 

It is apparent that we are dealing chiefly 
with schizophrenia which, it scarcely need be 
emphasized, constitutes the major problem in 
chronic mental illness and is still a profound 
enigma. Other reports(4) have also been 
devoted primarily to the use of lobotomy in 
chronic schizophrenic patients, as contrasted 
to the data of Freeman and Watts(5) in 
which is included a large proportion of in- 
volutional psychoses and psychoneuroses. In 


TABLE 1 
DIAGNOsTIC CLASSIFICATION OF 107 LOBOTOMY 
PATIENTS 
Per- 
No. of centage 
Diagnosis patients of total 
5 
24 
16 
Affective disorders ............. 8 7 
Manic depressive .......... 5 
3 
Paranoid condition ............. 4 3.7 


our experience, few cases of involutional 
melancholia and other affective disorders are 
resistant to shock therapy, while patients 
with obsessive states and other psychoneu- 
roses rarely seek admission to a state 
hospital. 

Table 2 summarizes the duration of mental 
illness and of hospitalization in our cases 
prior to operation. 

In our choice of subjects for lobotomy 
operation we have been guided by much the 
same criteria and principles utilized hitherto 
by others(6). Thus, we have selected pa- 
tients whose illness had failed to respond 
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satisfactorily to simpler methods of treat- 
ment and whose clinical course upheld the 
belief that the possibility of spontaneous re- 
mission or improvement was remote. 

Table 2 indicates that over 70% of the 
group had been mentally ill for more than 
5 years, and that almost 80% had been 
hospitalized for more than 2 years prior to 
operation. The average duration of mental 
illness prior to lobotomy was 7.4 years, and 
the average length of hospitalization was 
4.4 years. The chronicity of illness in this 
group and the poor prognosis implied are 
readily apparent. 

The group ranged in age from 18 to 64. 
Female patients constituted the great ma- 
jority, in the ratio of 78 women (73%) to 
29 men (27%). The reasons for this dis- 
proportion are apparent when one considers 


TABLE 2 


DURATION OF MENTAL ILLNESS AND HOsPITALIZA- 
TION IN 107 PATIENTS PRIOR TO OPERATION 


Duration of 
mental illness 


Duration of 
hospitalization 


cr 


Per-  “ Per- 

No. of centage No.of centage 

Duration patients oftotal patients of total 
Under 1 year...... 2 1.9 7 6.5 
PORTS 7 6.5 17 15.9 
ee 49 45.8 34 32.7 
Over 10 years...... 27 25.2 7 6.5 


that the selection of cases, at least initially, 
was based chiefly on the degree of behavior- 
istic difficulties exhibited by patients. It is 
commonly recognized that female patients 
seem to offer greater problems from the 
standpoint of general management in a 
state hospital; disturbed female patients al- 
most invariably outnumber disturbed males ; 
and finally, our own cumulative experience, 
as well as that of other investigators, indi- 
cated that the disturbed, aggressive, destruc- 
tive group—composed chiefly of female pa- 
tients—constituted the most favorable sub- 
jects for lobotomy. 

Approximately 50% of our patients had 
been treated previously by one or more types 
of shock therapy without significant im- 
provement. Many others had not received 
shock or insulin treatment because their 
mental illness and hospitalization had ante- 
dated the use of these therapeutic proce- 


dures, and the later advent of shock therapy 
found these individuals hopeless subjects 
for such therapy. 

To summarize, our typical patient was a 
female schizophrenic who had been mentally 
ill 7.4 years and had been hospitalized 4.4 
years, who had failed to respond satisfac- 
torily to shock or other somatic therapy, who 
continued to be aggressive, disturbed, and 
combative, and consequently required resi- 
dence in a disturbed ward or confinement to 
a seclusion room, whose prognosis seemed 
distinctly unfavorable, with little hope for 
spontaneous improvement, and who seemed 
destined for indefinite, if not lifelong hos- 
pitalization. 


B. RESULTS 


The clinical results following frontal lo- 
botomy have been categorized in the fol- 
lowing terms: symptom-free or much im- 
proved, improved, slightly improved, and 
unimproved. It is obviously impossible to 
record completely the criteria which deter- 
mined this classification as they are equated 
chiefly in terms of clinical impressions and 
observations. It can be stated that changes 
in patients’ behavior and reactions were 
evaluated in as objective and critical a man- 
ner as possible. In certain respects the final 
classification of a patient’s postlobotomy 
improvement was comparative rather than 
absolute as the initial base line of behavior 
and the degree of change were given due 
consideration along with the final optimal 
status of the individual. In general, pa- 
tients regarded as symptom-free or much im- 
proved were those who were able to leave 
the hospital and, in many instances, resume 
their regular household duties or previous 
gainful employment. Some individuals in 
this classification still require moderate su- 
pervision in their daily activities, yet the 
alterations from prelobotomy state have been 
so profound that they merit classification in 
the “much improved” group. Patients were 
classified as “improved” when the clinical 
changes were less pronounced than in the 
preceding group. However, some _indi- 


viduals in this group were able to leave the 
hospital and resume life in the community 
under supervision; others were definitely 
improved in their adjustment in the hospital 
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and were able to apply themselves to duties 
or activities impossible prior to operation. 
Those regarded as “slightly improved” ex- 
hibited less significant improvement but were 
quieter, neater in dress and habits, and gen- 
erally somewhat better citizens in the hospi- 
tal community. Finally, those regarded as 
“unimproved” exhibited no essential change 
in reactions, although even among these 
cases there were instances of some improve- 
ment in certain modes of behavior which 


TAB 


slightly improved groups will be designated 
as those who failed to show significant im- 
provement. Although our operative material 
is composed chiefly of schizophrenics, sepa- 
rate tabulation has been made for the schizo- 
phrenic and nonschizophrenic patients, as 
well as for the entire group. It is evident 
that the results in the small nonschizophrenic 
group are far superior to those in the schizo- 
phrenics. Nevertheless, it is apparent that 
51.7% of schizophrenic patients exhibited 


LE 3 


CLINICAL RESULTS OF FRONTAL LOBOTOMY 


Total group- 
107 patients 


Schizophrenics 


Nonschizophrenics— 
patients 


16 patients 


Per Per- Per- 
No. of centage No. of centage No. of centage 
Status patients of group patients of group patients of group 
Symptom-free or much improved.............. 2 29.9 22 24.2 10 62.5 
wes 24 22 23 25.3 I 6.2 
Unable to evaluate—physical complication. ..... I 0.9 I 1.1 
TABLE 4 
CORRELATION OF CLINICAL RESULTS WITH D1AGNosTIC CLASSIFICATION 
IN 101 LopotoMy PATIENTS 
Per- Per- 
centage centage 
with without 
signifi- signifi- 
Symptom-free cant _ cant 
No. in or much Slightly improve- improve- 
‘ group improved Improved improved Unimproved ment ment 
Dementia precox 
5 I 3 I 20 80 
Hebephrenic ............ 24 2 4 10 8 25 75 
15 5 6 2 2 73 27 
Paranoid 30 8 12 6 4 67 33 
Mixed or undet. ......... 12 7 2 2 I 75 25 
Nonschizophrenic ......... 15 10 3 I I 87 13 


made them slightly easier to manage. Again 
we wish to emphasize that evaluation of the 
level of improvement was made impartially 
and in accordance with the consensus of 
opinion of several observers, including physi- 
cians, nurses, and other personnel in im- 
mediate contact with the patients. The re- 
sults are summarized in Table 3. 

It is apparent that 56.1% of the entire 
group exhibited sufficient change in clinical 
status to be regarded as improved or much 
improved. For certain later statistical anal- 
yses, reference will be made to these two 
groups as those who exhibited significant 
improvement, whereas the unimproved or 


significant improvement—as compared with 
50.1% of the entire group. 

More detailed analysis and correlation of 
degree of improvement with diagnostic clas- 
sification are presented in Table 4. In order 
to avoid the complicating factors caused by 
deceased patients, whose psychiatric status 
prior to death was not evaluated, the 5 pa- 
tients who expired and one patient with neu- 
rological complication have been omitted 
from this analysis. 

It is readily apparent that the percentage 
of significant improvement in cases of simple 
and hebephrenic dementia precox is far 
lower than in the other subgroups. The 
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comparison is even more striking at the 
level of much improved rating. Only 2 of 
29 simple and hebephrenic schizophrenics 
(7%) were regarded as much improved, 
whereas 20 of 57 patients with other types 
of schizophrenia (35%) were so designated 
—a ratio of 5:1. The results in the non- 
schizophrenic group are, of course, the best, 
with 67% of the patients much improved and 
87% exhibiting significant improvement. 
Further discussion of these features will be 
given later. 

Possibly a more tangible criterion of clin- 
ical improvement is the number of patients 
who have been able to leave the hospital. Up 
to the time of this report, 40 patients— 
37.4% of the operative group—had been 
able to leave the hospital on indefinite trial 
visit. Of these, 28 were regarded as 
symptom-free or much improved, 9 as im- 
proved, and 3 as slightly improved. In view 
of the nature of these cases, this discharge or 
visit rate is indeed encouraging. Entirely 
aside from the humanitarian aspects, the 
financial saving to the state and to individual 
families is by no means inconsiderable, par- 
ticularly in view of the long-term hospital- 
ization which these patients would have re- 
quired otherwise. 

The hazards of the operation are not to 
be ignored; yet they seem definitely over- 
weighed by the possible benefits. As noted 
above, there has been a total of 5 deaths in 
our group of 107 patients. Of these, 4 
deaths were regarded as attributable to the 
operation although none occurred in the im- 
mediate postoperative period. Accordingly, 
this represents an operative mortality of 
3.7%. However, it is pertinent to note that 
all but one of these deaths occurred among 
the first 11 cases and there was only one 
fatality in the succeeding 96 cases. In gen- 
eral, it can be stated that the operative mor- 
tality in a large series of cases will not ex- 
ceed 2 to 3%. 

Of our 4 postoperative deaths, one was 
attributable to infection and one to bleeding. 
In the other 2 cases, death occurred following 
an interval—6 months and 3 months respec- 
tively—in which the patients exhibited 
marked inertia, muscular rigidity and con- 
tractures, weakness, irregular fever and, 
finally, extensive decubitus. In the first of 


these two cases, postmortem examination re- 
vealed extensive destruction of cerebral tis- 
sue progressing posteriorly through the basal 
ganglia, but there was no demonstrable de- 
generation in the second case. It may be 
stated that any complication which makes 
the patient bedridden for any considerable 
time is to be regarded with gravity, as the 
combination of the usual postoperative in- 
ertia, the additional inactivity stemming 
from the physical complication, and the lack 
of satisfactory toilet habits during this period 
leads to an exceedingly difficult nursing 
problem. 

The most frequent significant complica- 
tion is, of course, the appearance of epileptic 
convulsions. Of this group of 107 patients, 
18 had postoperative seizures (16.8%). It 
is possible that this incidence may be in- 
creased slightly in time inasmuch as the con- 
vulsions may not appear until a year or more 
has elapsed, although usually their onset is 
within the first 12 months postoperatively. 
We are unable to explain the somewhat 
higher incidence of seizures in this series 
than in other reports. It should be indicated, 
however, that this is not a burdensome com- 
plication. Most of the patients experience 
only one or two seizures, and the symptom is 
readily controlled by anticonvulsant therapy. 
We would tend to agree, however, with 
Greenblatt et al.(6) that the occurrence of 
convulsive seizures in the immediate post- 
operative period is of graver significance, in- 
asmuch as one of our patients who experi- 
enced a convulsion one week after operation 
developed a right hemiplegia and aphasia. 

There were several cases of mild menin- 
gitis which responded readily to appropriate 
therapy. Two patients exhibited edema of 
the feet or ankles during the first month or 
two postoperatively—a complication which 
has been described previously(7) and which 
is probably attributable to disturbed au- 
tonomic function. During the early phases 
of the program there were 2 patients who 
appeared to experience hyperesthesia of the 
lower extremities ; this symptom disappeared 
within a few weeks. In 3 cases surgical in- 
tervention was necessary for secondary 
hemorrhage in the lobotomy tract or local- 
ized abscess; all responded well. 

It is apparent, therefore, that the attend- 
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ing physician must be alert to these possible 
complications in the immediate or later post- 
operative period and must take appropriate 
steps promptly. Nevertheless, in the great 
majority of cases the postoperative course 
is relatively simple and uncomplicated. Pa- 
tients were able to cooperate well with neces- 
sary care despite the fact that many of them 
were extremely disturbed prior to lobotomy. 
Most of the patients were ambulatory within 
a week after operation. 


C. Discussion 


In considering lobotomy, possibly the 
most important decision to confront the psy- 
chiatrist is: For whom should this operative 
procedure be recommended? Here, much 
more than with shock therapy, one must 
exercise every care in choosing subjects. 


contrast, 70% of catatonic, paranoid, or 
mixed subgroups showed significant im- 
provement, and 35% were rated much im- 
proved. A similar contrast is revealed in 
Table 5, showing the visit or discharge rate 
in relation to the diagnostic grouping. 

It appears, therefore, that the results with 
lobotomy in relation to the type of schizo- 
phrenia parallel those following shock ther- 
apy. As is now generally recognized, electric 
shock and insulin therapy are relatively in- 
effective for cases of simple and hebephrenic 
dementia precox aud offer best results in 
catatonic, acute paranoid, and mixed types. 
In the current state of our knowledge con- 
cerning the etiology and biology of schizo- 
phrenia, it would be futile to attempt to 
analyze the reasons for this. At present, it 
is pertinent to emphasize the observation that 
the types of dementia przecox which are rela- 


TABLE 5 


DISCHARGE RATE OF 101 LoporomMy PATIENTS IN RELATION TO DIAGNosTIC GROUPING 


Percentage 
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of group 
No. released released 
Diagnosis No. of patients from hospital from hospital 

Nonschizophrenic group 15 10 66.7 
30 14 46.7 
15 7 46.7 
Mixed or undet. schizophrenia................ 12 5 41.7 
Hebephrenic schizophrenia .................. 24 4 16.7 


Unfortunately, the theory that shock therapy 
can do no harm and may be of some benefit 
is all too frequently employed in recom- 
mending convulsive therapy. Electric shock, 
especially, represents a relatively easy thera- 
peutic approach, and its very ease of admin- 
istration has led to many abuses in its use. 
The much greater risks associated with lo- 
botomy makes such a policy completely in- 
applicable to this operative treatment. It is 
important to analyze the factors which may 
point to either a successful or indifferent re- 
sult. It must be emphasized that this dis- 
cussion is limited to the psychoses, with par- 
ticular reference to schizophrenia. 
Reference to Table 4 reveals that, in the 
schizophrenic group, a most important prog- 
nostic criterion is the type of dementia prz- 
cox with which the patient is afflicted. Only 
24% of the simple and hebephrenic types 
exhibited signficant improvement; and only 
7% were at the much improved level. In 


tively resistant to lobotomy are those with 
outstanding symptoms such as apathy, emo- 
tional constriction and blunting, physical 
inertia, autism, indifference, and relatively 
early deterioration. Thus, in the physical, 
emotional, and behavioristic spheres these 
types of schizophrenia present symptoms 
which can be described as akinetic or hypo- 
kinetic in character. 

Analysis of the response of individual 
symptoms to lobotomy was made recently in 
a report by the Connecticut Lobotomy Com- 
mittee(8), of which this hospital was a 
member. That analysis revealed that symp- 
toms such as suicidal attempts, anxiety, de- 
structiveness, combativeness, depression, and 
impulsiveness were relieved in a high per- 
centage of cases, whereas features such as 
inappropriate affect, lack of interest, mutism, 
underactivity and withdrawal were most re- 
sistant to lobotomy. Our own results indi- 
cate that, at least with respect to schizo- 
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phrenia, hyperkinetic behavioristic disturb- 
ances, namely, destructiveness, combative- 
ness, emotional aggressiveness, and hostility, 
are most amenable to frontal lobotomy. We 
are aware that anxiety, tenseness, depres- 
sion, and related symptoms are also relieved 
in a high percentage of cases ; however, these 
symptoms are usually accompaniments of 
involutional psychoses or psychoneurotic 
states, of which we have had too few to draw 
any adequate conclusions. 

Further crystallization of the superior 
results with lobotomy in the disturbed group 
is revealed by the following comparison. Of 
those patients whose behavior was so difficult 
that they required residence in a disturbed 
ward, and also restriction to a “seclusion” 
room during a significant segment of the 
day, 40.6% were much improved following 


whose illness has been more chronic. Other 
variants being equalized, the results with 
shock therapy stand in inverse relationship 
to the length of illness. As other investi- 
gators(6) have pointed out, the temporal 
factor is distinctly less significant with 
lobotomy. Analysis of clinical results in 
relationship to duration of mental illness 
prior to operation reveals the following 
comparison. 

Although the average duration of illness 
in the much improved group was somewhat 
lower than that in the other groups, there 
does not appear to be any fully consistent pat- 
tern of relationship between length of mental 
illness and degree of improvement following 
lobotomy. Comparison as a whole of the 
group that exhibited significant improve- 
ment with the group that failed to show sig- 


TABLE 6 


Resutts Fottowrnc Lopotomy IN RELATION TO DURATION OF MENTAL ILLNESS 


a. Entire group 
— 


b. Schizophrenics only 


r 


Average Average Average Average. 
duration duration duration duration 
of total of present of total of present 
illness, illness, illness, illness, 
Status years years years years 
Symptom-free or much improved............ 5.9 4.5 5.4 4.1 


operation, whereas only 21.0% of patients 
whose behavior was generally satisfactory 
and who resided on “continued treatment” 
wards were regarded as much improved—a 
ratio of practically 2:1. Another similar 
comparison reveals the following data. Of 
the group that has been able to leave the 
hospital, 56% were “seclusion” patients, 
whereas “seclusion” patients constituted only 
35% of the total operative group. From the 
standpoint of hospital administration, it 
seems indeed a fortunate circumstance that 
those patients who constitute the greatest 
problems in physical management respond 
most favorably to this operative procedure. 

One of the most important prognostic cri- 
teria in the response to shock therapy seems 
to be the duration of illness prior to treat- 
ment. It is generally recognized that patients 
whose illness has been less than 6 to 12 
months in duration respond much more 
favorably to shock treatment than those 


nificant improvement did not reveal any 
noteworthy difference in the duration of psy- 
chiatric illness. It may be stated, therefore, 
that chronic mental illnesses are much more 
amenable to lobotomy than to shock therapy, 
and that duration of illness in itself is not 
a particularly significant prognostic criterion 
in the selection of subjects for frontal 
lobotomy. 

The age factor in relationship to degree 
of improvement was analyzed from the 
standpoint of the age of the patient at the 
time of operation and at the onset of men- 
tal illness. In general, there was a slight 
tendency for poorer results in the younger 
age groups. To a certain extent, the some- 
what more favorable results in the older 
group were reflections of the superior im- 
provement in the nonschizophrenic patients, 
who were, on the average, older than the 
schizophrenics. However, entirely aside 


from this, the younger schizophrenic group 
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exhibited slightly inferior results. It is prob- 
able that this is attributable to the relatively 
early onset of simple and hebephrenic schizo- 
phrenia, which, as already noted, are less 
favorably influenced by lobotomy than are 
the other subgroups. In view of the rather 
slight differences and the relatively small 
number in each age group, the correlation of 
age with operative results is not sufficiently 
well crystallized at present to regard this 
as a truly significant factor. We would con- 
clude that age may become a noteworthy cor- 
relate merely because the onset of the rela- 
tively resistant forms of dementia przcox is 
earlier than that of the other, more amenable 
subgroups. 

The influence of sex is also relatively 
negligible. Our results showed a slight dif- 
ferential in favor of women. However, it 
is much more probable that this difference is 
attributable to the fact that among the fe- 
males there was a distinctly higher propor- 
tion of disturbed, aggressive patients who, 
as indicated, are more favorable subjects 
for lobotomy, than to any inherent difference 
in response between the sexes. Among the 
patients released from the hospital, the ratio 
of men and women was practically identical 
with the ratio between the sexes in the entire 
operative group. 

Results were somewhat better in those 
schizophrenics who had exhibited a relatively 
satisfactory prepsychotic personality, who 
had managed to establish themselves on a 
fairly productive and stable level prior to 
their mental breakdown, than in those whose 
early personality seemed completely inade- 
quate. Here again, however, the correlation 
is obscured by the fact that the latter type 
of personality is more commonly associated 
with simple and hebephrenic dementia prz- 
cox, where the prognosis is in itself poorer. 
The relationship between type of onset of 
illness and operative result can be sum- 
marized in much the same terms. 

To summarize, then, it would seem that 
the chief prognostic guides, at least with 
respect to schizophrenia, are concerned with 
the type of dementia precox and the type 
of symptomatology. The favorable factors 
in each category have been indicated above. 
The influence of other features, including 
duration of illness, age, type of onset of ill- 


ness, and prepsychotic personality, seems 
rather poorly crystallized at this time. 

Thus far we have considered merely the 
psychiatric components which may deter- 
mine the success of lobotomy. We recog- 
nize, of course, the great importance of. op- 
erative variants, including plane of section, 
extent of severing of fibers, etc., in deter- 
mining the final result. As indicated, our 
operative procedure followed the Lyerly 
method, with the plane of section slightly 
anterior to, or at times through the tip of 
the anterior horn of the lateral ventricle. 
Slight modifications were adopted in a rela- 
tively few cases; thus, in some 10 cases the 
upper medial quadrants were spared and in 
several other “minimal” cuts were 
made with view to severing only the white 
matter bearing the frontothalamic tracts. 
The number of operations performed in this 
manner is too small to warrant any satis- 
factory conclusions. It is obviously difficult 
to assess in any individual case whether 
failure is due to operative defects or to in- 
herent resistance of the patient’s condition 
to lobotomy. The data of Freeman and 
Watts(gQ) seem to indicate that a certain per- 
centage of patients may be helped by a sec- 
ond operation. However, further analyses 
and a greater number of reoperations per- 
formed on various types of psychiatric ill- 
nesses are needed for further solution of this 
question. 

At this point it might be pertinent to dis- 
cuss briefly the temporal factor in lobotomy; 
i. e., when should the operation be per- 
formed? With respect to schizophrenia, 
our major problem, we agree thoroughly 
with the opinion previously expressed by 
Kalinowsky(10) that, after failure with a 
thorough trial of other somatic therapies, 
lobotomy should be seriously considered. 
As to specific time factor, it is generally 
recognized that the possibility of spon- 
taneous remission or significant improve- 
ment, either with or without preceding shock 
therapy, decreases markedly after the first 
year of illness and becomes relatively neg- 
ligible after the second year. It would seem, 
therefore, that in the majority of instances 
the course of the illness will be well crystal- 
lized after a lapse of one to two years. If 
the progress of the disease during the sec- 
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ond year seems unfavorable and the prog- 
nostic criteria are otherwise satisfactory, lo- 
botomy should be considered. Despite the 
fact that a greater duration of illness may 
not be a barrier to a successful result, there 
seems to be little justification for undue 
delay with its attendant risk of emotional 
deterioration, and in view of the relatively 
slight hope of spontaneous remission at such 
a stage. Serious problems in management 
may make a decision desirable even before 
the expiration of one to two years. 

In considering reoperation, the time factor 
also presents itself. We have heard state- 
ments to the effect that failures can be recog- 
nized within a few days postoperatively by 
the patient’s facial expression, lack of con- 
fusion, etc. We are unable to confirm this as 
we have had several patients who seemed 
to represent practically complete failures 
during the first few weeks, only to make 
startling improvement after 3 months or 
even longer. In general, it would seem wise 
to reserve reoperation for at least 3 to 6 
months, as during that period a significant 
number of patients whose earlier course 
seemed disappointing may begin to exhibit 
progressive improvement. 

We wish to discuss briefly one specific 
combination of diseases, which occurs not 
infrequently, for which lobotomy may be 
especially indicated. We refer to the com- 
bination of dementia preecox and pulmonary 
tuberculosis. Freeman and Watts have com- 
mented on this previously(5). It is gener- 
ally accepted that pulmonary tuberculosis, of 
any degree of activity, is one of the few 
specific contraindications to shock therapy. 
Rapid and fatal spread of tuberculosis fol- 
lowing the use of electric shock therapy has 
been reported. Yet the patient with pul- 
monary tuberculosis, above all others, re- 
quires rest and diminution of physical activ- 
ity, agitation, and anxiety. The disturbed, 
tuberculous, mentally ill patient offers a 
problem which, in the past, has been fre- 
quently insurmountable. Management of 


such a patient offers complexities in that 
shock therapy is contraindicated, the pa- 
tient’s overactivity prevents adequate heal- 
ing of his tuberculous condition, and he 
constitutes a marked hazard to personnel in 
that he is uncooperative with the usual hy- 


gienic measures required in tuberculosis, 
such as care in coughing and expectoration, 
proper disposal of sputum and other excreta, 
etc. Exposure of ward personnel to such 
additional hazards seems distinctly objection- 
able. Lobotomy seems to be a satisfactory 
solution to this problem. In recent months 
we have operated on 2 cases of dementia 
preecox associated with pulmonary tubercu- 
losis, with gratifying response in behavior- 
istic reactions. How much improvement will 
be effected in their tuberculous condition re- 
mains to be seen. It is reasonable to assume 
that the diminished physical activity, gain in 
weight and emotional calmness which are 
among the usual results of lobotomy will be 
followed by improvement in the tuberculous 
condition. 

A few comments concerning the effect of 
lobotomy on intelligence and initiative may 
be pertinent in view of the not infrequently 
encountered opinion that postlobotomy pa- 
tients are reduced to a vegetative state. With 
rare exceptions(II), previous investigations 
have revealed that there is no reduction of 
intelligence following frontal lobotomy. Our 
results confirm this observation. Our pa- 
tients have been tested with the Wechsler- 
Bellevue Scale, the Rorschach, and other 
methods, including the Fairfield Block Sub- 
stitution Test(12). Comment will be lim- 
ited at this time to results obtained with the 
Wechsler-Bellevue Scale. Our observations 
indicate that, although there may be a mild 
decrease in intellectual functioning during 
the early postoperative phase, the intelli- 
gence is soon restored to a level equal to 
or greater than the preoperative status. In 
a group of 31 patients we observed an av- 
erage increase of 10 points on the Wechsler- 

3ellevue Scale 6 months postoperatively and 

in a somewhat smaller group followed for 12 
months the average increase was I2 points. 
Presumably, this does not represent an actual 
increase in intelligence but is indicative of 
more efficient intellecual functioning. 

With respect to the problem of initiative, 
all observers are cognizant of the fact that 
inertia, lack of drive and interest, and 
dawdling at various tasks may be annoying 
features in lobotomy patients. At times 
these new symptoms may be most distressing 
to relatives. Nevertheless, despite alterations 


— 


750 FRONTAL LOBOTOMY 


[ Apr. 


in emotional attitudes, the majority of post- 
lobotomy patients are not divested of their 
interest and initiative. Instead, freed of their 
aggressiveness, hostility, and emotional com- 
plexities, they are better able to apply them- 
selves to appropriate tasks and to assume 
occupational assignments which were entirely 
beyond their scope prior to operation. 


CONCLUSION 


It is apparent from the foregoing pres- 
entation that lobotomy is a worthy therapy 
in the management of mental illness. While 
there are many limitations and failures with 
this treatment, they are overshadowed by the 
generally satisfactory and not infrequently 
brilliant results. It is still difficult to assess 
the extent to which technical deficiencies or 
inherent resistance of the disease process 
contribute to operative failures. However, 
it is truly gratifying to observe a patient 
who was previously a tremendous problem in 
management—secluded, untidy, aggressive, 
destructive, and combative to the point of 
requiring half a dozen attendants to carry 
out the basic necessities of personal care— 
become a quiet, cooperative individual, tak- 
ing pride in her personal appearance, as- 
sisting with various ward tasks, and finally 
returning to her own home. Possibly only 
those who have served in state hospitals can 
appreciate fully these problems. The com- 
ments we have heard occasionally to the ef- 
fect that postlobotomy patients lack judg- 
ment, and cannot, for example, plan a meal 
or play a good game of bridge seem to lack 
satisfactory perspective when one regards 
the level from which these individuals were 
plucked. It would seem that treatment must 
be pursued vigorously before these schizo- 
phrenic patients have developed the de- 
terioration of habits and emotions which 
rings the death-knell of hope. Whether lo- 
botomy will be able fully to prevent such 
deterioration in certain types of dementia 
precox is not yet answerable. Lobotomy is 
not a cure-all but it can well be regarded as 
an encouraging therapeutic weapon for a 
very malignant disease. 


SUMMARY 


Since May, 1946, 107 patients have under- 
gone frontal lobotomy at the Fairfield State 


Hospital. The group was composed al- 
most entirely of individuals suffering from 
chronic mental illness whose prognosis 
seemed extremely unfavorable; 85% were 
schizophrenics. The average duration of 
mental illness was 7.4 years and of hospital- 
ization, 4.4 years prior to operation. The 
results following lobotomy have been en- 
couraging: 56.7% of the entire group ex- 
hibited significant improvement; thus far, 
37.4% have been able to leave the hospital. 
The mortality rate was low and complica- 
tions, except for convulsive seizures, have 
been relatively infrequent. Prognostic guides 
seem to consist chiefly of the type of illness 
and the character of symptomatology. Re- 
sults were best in the nonschizophrenic 
group, next best in the paranoid, catatonic, 
and mixed types of schizophrenia, and poor- 
est in simple and hebephrenic dementia pre- 
cox. Disturbed, aggressive, combative, and 
hostile patients appeared to receive maxi- 
mum benefit. Duration of illness had rela- 
tively little significance as a prognostic guide. 
Lobotomy may be especially helpful in pa- 
tients suffering from pulmonary tubercu- 
losis, which is a specific contraindication to 
shock therapy. There is no reduction of in- 
tellectual functioning following operation; 
our patients who could be tested exhibited an 
average rise of 10 points on the Wechsler- 
Bellevue scale 6 months postoperatively. Lo- 
botomy appears to be a fruitful method 
in the treatment of chronic mental disease. 
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THE EFFECTS OF PREFRONTAL LOBOTOMY ON THE 
SYMPTOMATOLOGY OF SCHIZOPHRENIC 
PATIENTS * 


A Survey oF 100 Cases 
DAVID ROTHSCHILD, M.D., ann ABRAHAM KAYE, M.D. 


Worcester, Mass. 


Prefrontal lobotomy has been in use long 
enough and in a large enough number of 
cases to suggest that we should now take 
stock of its present status and its future po- 
tentialities as a method of treatment for 
schizophrenic disorders. As befits such a 
new procedure, it has been employed for 
the most part cautiously, with emphasis on 
prolonged, intractible, and seemingly hope- 
less illnesses in the choice of cases for opera- 
tion. While its efficacy has been questioned 
by some authors(1, 2), many favorable re- 
ports have been published, including those of 
Freeman and Watts(3), Peterson and Buck- 
stein(4), the Board of Control (England 
and Wales) (5) and Greenblatt, Arnot, Pop- 
pen, and Chapman(6). 

Certain authors(6) have claimed that bet- 
ter results would be obtained by selection 
of early and relatively well-integrated cases. 
jut before advocating this step, it seems de- 
sirable to scrutinize the effects of lobotomy 
on schizophrenic patients as closely as pos- 
sible. In most studies of the subject, atten- 
tion has been focused largely on the general 
picture in terms of practical results, such as 
ability to leave the hospital or better adjust- 
ment within the hospital. These are neces- 
sary considerations but they do not tell us 
how the results were achieved. Are all the 
individual mental functions improved, or do 
some symptoms remain unchanged or even 
become worse? What happens particularly 
to the basic symptoms of schizophrenia, 
those stressed by Bleuler(7) as primary in 
that disorder? Are new disturbances pro- 
duced by cerebral damage incident to the 
operative procedure? The better adjustment 
commonly noted after lobotomy may con- 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

From the Clinical Services of the Worcester State 
Hospital. 
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ceivably be due to such new disturbances and 
to alterations of certain symptoms which ren- 
der the patients easier to manage, rather than 
to any improvement of the fundamental 
schizophrenic process. If this is so, the 
losses of mental capacities must be balanced 
against the gains in assessing the total results. 

Since observations bearing on these points 
are needed for an adequate evaluation of lo- 
botomy as a therapeutic method, an inves- 
tigation of the changes in symptomatology 
occurring after lobotomy was undertaken in 
100 schizophrenic patients at the Worcester 
State Hospital. The cases represent, with one 
omission, a consecutive series which dates 
from the start of our lobotomy program. 
The one omission was a patient who was 
transferred to another hospital before ade- 
quate postlobotomy examinations could be 
made. The patients were followed postopera- 
tively for periods ranging from 3 to 20 
months, the majority having been observed 
for more than 9 months. The usual descrip- 
tive clinical notes were made, but the psychi- 
atric rating scale devised by Malamud and 
Sands(8) was used for determining the 
changes of symptomatology. This rating 
scale contains 19 items, each of which is 
scored numerically, thus permitting quantita- 
tive comparisons of individual symptoms 
before and after operation. Our object was 
to follow general trends, so that total nu- 
merical scores were not calculated. A de- 
tailed study of the scores has been made by 
Sands and Malamud(g) in 12 cases included 
in the present group, and their results are 
reported in a separate communication. 

In all cases prefrontal lobotomy was per- 
formed by our neurosurgical consultant, Dr. 
John T. B. Carmody of Worcester, Mass., 
who used a combination of the methods of 
Lyerly and Poppen with some of his own 
modifications. The skillfulness of his tech- 
nique is attested by the fact that there was 
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no operative mortality, though the death of 
one patient several months after lobotomy 
was associated with certain postoperative 
complications, which will be mentioned later. 

The patients were selected from those with 
chronic and protracted illnesses, with the 
exception of a few in which special circum- 
stances led to the choice of more acute cases. 
Most of them were overactive, resistive, ag- 
gressive, tense, impulsive, or inaccessible pa- 
tients who presented severe difficulties in 
their management. At the time of operation 
the patients had been hospitalized from 2 
months to 25 years, the average being 7.5 
years. The duration of illness, dated from 
the first attacks, varied from 14 years to 27 
years, with an average of 11.6 years. Count- 
ing only the present attack, the duration of 
illness ranged from 4 months to 25 years, 


The group described as improved includes 
32 patients who are making a decidedly 
better adjustment, though still showing obvi- 
ous psychotic symptoms and requiring super- 
vision. Eleven of these patients are func- 
tioning reasonably well on indefinite visit 
from the hospital under the care of family 
or friends. Fifteen patients are able to leave 
the hospital on brief visits with their families. 
Most of them are able to do some supervised 
work in the hospital, their performances 
ranging from fairly efficient to highly 
inefficient. 

The group regarded as slightly improved 
consisted of 42 patients who are making a 
somewhat better adjustment in the sense that 
they are more amenable to the routine of 
hospital life. Two of these patients have 
been able to leave the hospital because of 


TABLE 1 
REsuLts oF LopotoMy IN 100 CASES OF SCHIZOPHRENIA 
Discharged 

Type of Total no. from Much Slightly _ Un. 
schizophrenia of cases hospital improved Improved improved improved Worse 
ee 32 8 2 10 14 5 I 
Hebephrenic ........ 26 4 4 5 13 3 I 
18 3 2 5 7 4 
22 4 2 II 2 

100 24 10 32 42 14 2 


with an average of 9 years for the whole 
group. There were 54 male and 46 female 
patients. Their ages at the time of operation 
varied frcm 18 to 57 years, the average being 
36 years. Convulsive shock therapy, insulin 
coma, or both had been used in 87 patients, 
of whom 69 had received two or more 
courses of treatment. 


RESULTS 


The postlobotomy changes in terms of 
practical results are summarized in Table 1. 
Ten patients are regarded as much improved. 
This designation is used for those patients 
who are making a good social and work 
adjustment outside the hospital under condi- 
tions closely approximating their prepsy- 
chotic level. Slight but definite residuals in 
the form of poor judgment, shallow or loose 
thinking, and mild disturbances of affect and 
associations are observed in this group. 


2 


unusually good care provided for them by 
their families, and 18 are going home on 
brief visits under similarly favorable cir- 
cumstances. A considerable number can 
do a minimum of simple work under close 
supervision, 

Among the group of 14 unimproved pa- 
tients, one is able to reside outside the hospi- 
tal because of excellent supervision furnished 
by the family. The two patients classified as 
worse have presented greater difficulties in 
their hospital management after lobotomy. 

It will be observed from Table 1 that the 
paranoid type of schizophrenia showed the 
largest proportion of improved and much 
improved cases. The results in the other 
major types did not present any noteworthy 
differences. A breakdown of the figures ac- 
cording to sex revealed a slight but not sig- 
nificant preponderance of the better grades 
of improvement in male patients. 
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A survey of the results arranged accord- 
ing to the duration of the illness is presented 
in Table 2. The much-improved group con- 
tained a somewhat larger proportion of pa- 
tients with illnesses of less than 5 years’ 
duration than of those with longer illnesses, 
and in the improved group the figures fa- 
vored the earlier cases slightly. Nevertheless, 
the data show that worth-while grades of 
improvement can be obtained with consid- 
erable frequency in patients who have been 
ill for periods up to and beyond 20 years. 
However, it should be pointed out that the 
onset of the illness was calculated from the 
date of the first attack. If the present attack 
only is counted, all but one of the much 
improved cases would be included in the ill- 
nesses of less than 5 years’ duration. The 
observations suggest that the results of lo- 


3 patients have died since this study was 
started. One patient died 4 months after 
lobotomy of pyelonephritis, septicemia, and 
uremia; and another of congestive heart 
failure and bronchopneumonia 44 months 
following the operation. In both these cases 
the postlobotomy period of convalescence was 
uneventful and there was nothing to indicate 
that the deaths were related to the surgical 
procedure. A third fatality, however, oc- 
curred under circumstances which pointed 
to postlobotomy complications in the nature 
of disturbances of important central regulat- 
ing centers. This patient displayed in the 
immediate postoperative period an irregu- 
lar fever, rapid pulse, glycosuria with a blood 
sugar level of 158 mgm. per 100 cc, profuse 
sweating, and a mild degree of muscular 
rigidity. These symptoms persisted. The 


TABLE 2 


ReEsutts oF Lospotromy AccorDING TO DURATION OF ILLNESS 


Duration 
of illness Discharged 
prior to No. from 
operation of cases hospital 
II 6 
30 7 
9 I 
100 24 


botomy are distinctly better in patients who 
have had previous remissions, with or with- 
out shock treatment, than in patients who 
have failed to display any previous tendency 
to improvement. 

Convulsive seizures have been noted in 
16 cases. Many of the patients have had re- 
current attacks, but at infrequent intervals. 
Since the first seizure occurred from 5 days 
to 1 year after the lobotomy, it is probable 
that this type of complication will eventually 
affect a still larger percentage of the group. 
There was no relation between the occur- 
rence of postlobotomy seizures and the previ- 
ous use of convulsive shock therapy. Inconti- 
nence of urine has been generally observed 
after the operation, but it usually clears up 
within 2 or 3 months. A gain of weight has 
been common in our patients, and some of 
them have shown gluttonous habits of eating. 

There was no operative mortality, though 


Much Slightly n- 
improved Improved improved improved Worse 
2 4 4 I o 
2 6 5 2 I 
3 II 13 3 
3 4 7 3 oO 
o 2 5 2 0 
o 5 8 3 I 
10 32 42 14 2 


patient developed decubitus ulcers and died 
with signs of bronchopneumonia toward the 
end of the fifth month following lobotomy. 
Changes of Symptomatology.—An analysis 
of the changes in individual symptoms fol- 
lowing prefrontal lobotomy reveals a num- 
ber of interesting features. The items of 
the Malamud and Sands(8) rating scale, 
which was used for this analysis, are not all 
of equal importance and some could not be 
adequately studied, so that only 12 of the 
Ig items will be discussed. It may be re- 
called that the items are arranged from a 
normal base line to extremes on the left for 
externally directed functions and to extremes 
on the right for internally directed functions. 
Some symptoms which showed a wide 
though variable scatter between both ex- 
tremes before lobotomy tended to bunch 
more closely together on and around the 
base line afterwards, without any other dis- 
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tinct alteration of their original pattern of 
distribution on the rating scale. This was 
noted in the items motor activity, aggressive- 
ness, speech, and awareness. The preopera- 
tive distribution of these functions differed. 
Thus, motor activity was scored in most 
cases on the left where varying degrees of 
overactive behavior are registered, though a 
sizable number showed underactive states 
on the right side of the rating scale. With 
respect to the item, awareness, a still greater 


example of these phenomena is given for 
the item, motor activity, in Fig. 1. It might 
be added that of all symptoms _investi- 
gated aggressiveness displayed the most pro- 
nounced improvement, the number of cases 
scored at the base line increasing from 26 
to a postlobotomy figure of 68. 

The item, thought processes, also seemed 
to show improvement. Its distribution on the 
rating scale differed from that of the fore- 
going functions. Almost all the patients 


MOTOR ACTIVITY 


50 
ate PRELOBOTOMY 
POSTLOBOTOMY 
30 _ 
” 
= 
=) 
10 + 
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6 5 4 3 2 1 Baseline 1 2 3 4 5 6 
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Active 


Fic. 1.—Disturbances of motor activity in 100 cases of schizophrenia, charted before and after lobotomy 
on the Malamud and Sands rating scale. The symptoms show improvement without any other alteration 


of the prelobotomy pattern. 


preponderance of cases was placed on the 
left under the headings superficial, scattered, 
or confused, and in the item, aggressiveness, 
a similar predominance of outwardly directed 
aggressive traits was observed. With respect 
to speech, however, the great majority of 
patients were represented on the right side 
of the scale, which is used for undertalkative 
states. But in all these functions there was 


a fairly even postoperative diminution in the 
number of patients with extreme changes in 
both directions and a distinct increase in the 
number falling within normal limits. An 


originally exhibited loose, alogical, or frag- 
mented thinking, which are charted on the 
left, and severe disturbances occurred fre- 
quently. After the operation, the more ex- 
treme changes were distinctly less common. 
That this improvement may be more appar- 
ent than real is suggested by certain observa- 
tions to be mentioned later. 

Other symptoms showed over-all improve- 
ment after lobotomy and at the same time a 
shift in their pattern of distribution for the 
100 cases. This was noted in the following 
functions: responsivity, mood, attention, 
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and socialization. An example is given for 
the item responsivity in Fig. 2. It will be 
seen that prior to lobotomy only 4 cases 
were scored on the left as suggestible, over- 
dependent, and sticky, whereas 89 cases were 
located on the right side of the rating scale 
where the opposing traits of stubbornness, 
resistiveness, and negativism are registered. 
After the operation, 28 cases were placed 
on the left, 44 on the right, and 28 at the 
base line. The other 3 items showed similar 


on the right were common and euphoric 
traits on the left uncommon; afterwards, a 
slightly larger group was within normal 
limits, fewer patients displayed depressive 
changes, and an increased number exhibited 
elevations of mood. 

Certain functions, namely feeling, affect, 
and associations, showed a tendency to a 
shift in their postlobotomy distribution on 
the rating scale, but without any over-all 
improvement. There was, in fact, a substi- 


RESPONSIVITY 


50 
PRELOBOTOMY »—————x 

ho+ POSTLOBOTOMY o-------0 
& 

Baseline 2 3 4 
Sticky Over- Suggest- Flexible Rigid Stubborn Resistive Necativis- 
dependent ible 


tic 


Fic. 2.—Disturbances of responsivity in 100 cases of schizophrenia, charted before and after lobotomy 
on the Malamud and Sands rating scale. There is over-all improvement, but the postlobotomy pattern has 


been altered by the appearance of new symptoms. 


but somewhat less marked shifts from right 
to left. Thus, attention and sociability pre- 
sented a predominant distribution on the 
right side of the rating scale under the 
headings, preoccupied, disparative, and com- 
pletely withdrawn for the former and shut-in, 
isolated, and inaccessible for the latter ; after 
the operation these symptoms occurred less 
frequently, but there was an increase in the 
number of cases scored on the left as dis- 
tractible and out-reaching. The majority of 
the patients showed no prelobotomy dis- 
turbances of mood, though depressive trends 


tution of disturbances on one side for equally 
severe, if not more severe, symptoms on the 
other side. This is illustrated for the item, 
feeling, in Fig. 3. It will be observed that 
prior to lobotomy the cases were almost 
equally divided between those on the left 
showing for the most part milder degrees 
of hypersensitive behavior and those on the 
right showing more severe grades of hypo- 
sensitive traits, particularly apathy. After 
the operation a distinctly smaller number of 
patients was scored on the left and a cor- 
respondingly larger number showed up on 
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the right under the headings, dullness and 
apathy. With regard to affect, the prelo- 
botomy changes predominated on the right 
side of the rating scale in the form of inade- 
quate, bland, or inappropriate conduct, 
though 35 patients displayed varying degrees 
of labile or explosive reactions, which are 
placed on the left. In the postlobotomy ex- 
amination only 21 patients were scored on 
the left and the group on the right was cor- 
respondingly augmented. In the sphere of 


was obtained that delusions and hallucina- 
tions tended to disappear or become less 
prominent in some cases. 


COMMENT 


Our observations indicate that prefrontal 
lobotomy frequently leads to improvement 
in the sense that some patients are able to 
adjust outside the hospital and many oiuers 
become more amenable to the routine of in- 
stitutional life. What do these results mean 


FEELING 
50 
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Fic. 3.—Disturbances of feeling in 100 cases of schizophrenia, charted before and after lobotomy on the 
Malamud and Sands rating scale. No improvement has occurred, though there is a substitution of some 
symptoms for others of an equally severe if not more severe nature. 


associations, the preoperative scoring was 
chiefly on the left under the headings, tan- 
gential and irrelevant; after the lobotomy, 
the cases on that side were decreased con- 
siderably, and the cases registered on the 
right as brief, impoverished, or blocked were 
increased though a few cases showed up at 
the base line. 

Data on an important item, mental con- 
tent, cannot be presented because many of 
the patients were too inaccessible, especially 
prior to lobotomy, to make pertinent observa- 
tions in this field. However, the impression 


in terms of individual mental functions? 
From an analysis of the changes occurring 
after lobotomy the symptoms can be arranged 
into 3 groups, which seem to be affected in 
somewhat different ways. 

The first group, comprising motor activ- 
ity, aggressiveness, speech, and awareness, 
showed improvement without any alteration 
of the preoperative pattern in which the 
100 cases were distributed on the rating 
scale (Fig. 1). Thus, it appears that no new 
disturbances in these mental functions have 
occurred as a result of lobotomy. It may be 
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pointed out, however, that some of the symp- 
toms under discussion represent adjustive 
techniques whereby the individual attempts 
to come to terms with his problems. So far 
as such functions are concerned, the patient 
has become more tractable, but he has lost 
some of his ability to react to stresses. 

The second group, which included the 
items: responsivity, mood, attention, and so- 
cialization, also exhibited improvement, but 
the postoperative distribution of the cases 
on the rating scale differed somewhat from 
the prelobotomy pattern. In other words, 
new disturbances have made an appearance. 
A shift has taken place from inwardly to ex- 
ternally directed tendencies (Fig. 2). The 
preoperative predominance of preoccupied 
and shut-in behavior has decreased and a 
tendency to distractible and outreaching con- 
duct has now become evident. It will be 
noted that 3 of the items in this group per- 
tain to the individual’s contacts with the ex- 
ternal world. Instead of shutting himself 
off from the world, the lobotomized patient 
is apt to react excessively to external stimuli. 
This condition of distractibility suggests the 
abnormal dependence on stimuli described 
by Goldstein(10) as a manifestation of cer- 
ebral damage.” Prefrontal lobotomy has ap- 
parently lessened the schizophrenic patient’s 
well-known ability to isolate himself from his 
environment, and this may be regarded as a 
favorable development, but it has occurred as 
a result of damage to the brain which has 
impaired certain mental functions. 

The third group included the items: feel- 
ing, affect, and associations, disturbances of 
which are generally regarded as of primary 
importance in schizophrenia. These func- 
tions failed to show any noteworthy improve- 
ment, though the over-all picture was to 
some extent altered after the operation. Ap- 
parently, lobotomy has resulted in a substi- 
tution of certain disturbances for others 
which are equally severe if not more severe 


2 In this connection it is interesting that the post- 
operative conduct of many of our patients resembled 
in some ways the general behavior observed by 
Goldstein(11) in patients with frontal lobe lesions 
and attributed by him to impairment of the abstract 
attitude. Unfortunately, we have not made obser- 
vations with special tests which might answer the 
question whether or not such an impairment has 
actually occurred in our patients. 


(Fig. 3). Thus, a labile affect is apt to be 
replaced by an inadequate or bland affect and 
tension by dullness or apathy. Such changes 
tend to make patients more tractable, but 
they can scarcely be regarded as a real im- 
provement of the schizophrenic disorder. On 
the contrary, one can argue that they indicate 
an impairment of adaptive capacity, since 
they render the patients more passive and 
less able to react actively. Even if one dis- 
counts this argument, it is evident that from 
a psychopathologic viewpoint lobotomy fails 
to influence favorably some of the most im- 
portant schizophrenic disturbances. 

Another function of special importance in 
schizophrenia, namely, thought processes, 
seemed to show some degree of improvement 
in that the most severe type of disturbance, 
fragmented thinking, was less common after 
lobotomy. This may owe its origin, at 
least in part, to a concomitant increase in 
the number of patients with impoverished 
associations, for such patients tend to be so 
unproductive that it has become more dif- 
ficult to demonstrate fragmentation of 
thought in them. 

The varying effects of lobotomy on the 
symptoms investigated here might perhaps 
provide useful leads in the selection of cases 
for operation, but at present we are primarily 
interested in the general significance of the 
changes noted in schizophrenic patients. 
Apparently, certain groups of functions are 
influenced in opposite ways, an increased 
sensitivity occurring in those dealing espe- 
cially with contact toward the external 
world, and a decreased sensitivity or blunt- 
ing in others, such as feeling, affect, and 
associations, which are more concerned with 
inner experiences. Of course, it is realized 
that our data do not cover all aspects of 
behavior that may be altered by lobotomy. 
One might mention, for instance the unin- 
hibited expressions of important drives, par- 
ticularly those related to sexuality and food, 
which are commonly noted, and the re- 
versal that occurs in some patients whose 


inwardly directed aggressive drives are 


turned outwards after the operation. 

The present study suggests that prefrontal 
lobotomy gives rise to clinical improvement 
largely by ameliorating some of the secon- 
dary or less important symptoms, by render- 
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ing the patients more susceptible to external 
stimuli and by reducing certain active reac- 
tions to more passive ones, without producing 
any noticeably favorable effects on the funda- 
mental disturbances of schizophrenia. 

In view of these observations, it appears 
highly questionable whether lobotomy should 
be performed in early cases, even though 
good results occur more frequently in such 
cases. The results are obtained at the cost of 
impairment of some mental functions without 
any compensating feature in the form of 
genuine improvement of the most important 
psychopathologic changes. Therefore, the 
sacrifice of a patient’s ability to react actively 
to the stresses of the psychosis does not 
seem justified until a reasonably sound pre- 
sumption of failure of his adjustive efforts 
can be made. Unfortunately, it is difficult, 
if not impossible, to establish generally ac- 
ceptable criteria for such a presumption. In 
our opinion, the criteria should include the 
lack of response not only to the various 
forms of shock therapy but also to the pro- 
longed use of more conservative therapeutic 
measures. Prefrontal lobotomy produces 
worth-while improvement in many cases up 
to, and well beyond, the fourth or fifth year 
of the illness. Because of its potential and 
actual disadvantages, it is our belief that the 
selection of schizophrenic patients for treat- 
ment by lobotomy should be largely con- 
fined to these older cases. 


SUMMARY 


The clinical results of prefrontal lobotomy 
were studied in 100 cases of schizophrenia. 
Ten patients were much improved, 32 were 
improved, 42 were slightly improved, 14 
were unimproved, and 2 were worse. While 
the figures were more favorable in cases of 
less than 5 years’ duration, worth-while 
improvement was obtained with considerable 
frequency in patients who had been ill for 
periods up to, and even beyond, 20 years. 

In order to determine what the foregoing 
results mean in terms of individual mental 


functions, various symptoms were studied 
before and after lobotomy. According to 
these observations, lobotomy leads to ameli- 
oration of some of the secondary or less im- 
portant symptoms; it renders the patients 
more susceptible to external stimuli, so that 
they are less able to isolate themselves from 
the environment; and it reduces certain 
active reactions to more passive ones, thereby 
making the patients more tractible. How- 
ever, prefrontal lobotomy apparently fails to 
produce any noteworthy improvement of the 
psychopathologic disturbances which are 
most important in schizophrenic disorders. 
In view of these observations the opinion 
is expressed that the selection of schizo- 
phrenic cases for treatment by lobotomy 
should be confined largely to patients who 
have been ill for 4 or 5 years or longer. 
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A RATING SCALE ANALYSIS OF THE CLINICAL EFFECTS OF 
LOBOTOMY * 


SIDNEY L. SANDS, M.D., ann WILLIAM MALAMUD, M.D. 


Worcester, Mass. 


In previous publications(1, 2) we have 
reported the use of a new psychiatric rating 
scale in providing quantitative evaluations 
of the clinical findings in patients suffering 
with mental disease. It was demonstrated 
that this rating scale when used indepen- 
dently by different observers on the same 
patient yielded statistically valid correlations. 
Furthermore, when used for repeated evalua- 
tions of the same patient, it provides a quanti- 
tative record of the changes that occur during 
the course of the disease. In the last of these 
publications(2) it was also shown that, by 
use of a base line representing the psycho- 
logical functions of the individual before 
the onset of his illness, we could evaluate 
the course of the disease in terms of his own 
normal personality characteristics rather than 
in terms of a theoretical normal for the 
population. 

One of the main purposes for which the 
present scale was established was to provide 
the clinician with a method whereby he can 
estimate quantitatively the course of a patho- 
logical process or the effects of a given thera- 
peutic measure upon it. The inadequacies 
of the methods that have been used for this 
purpose have been pointed out by many ob- 
servers. As an example we would like to 
examine the 2 most commonly used methods 
and the sources of error inherent in them: 

1. Hospitalization versus discharge —In 
this method the criterion used was whether 
the patient was still in need of hospitalization 
or could adjust on the outside. The results 
of treatment would, therefore, be graded on 
the basis of whether (a) the patient still re- 
mained in the hospital, (b) could be allowed 
out for short visits, or (c) could be sent out 
on indefinite visit or actually be discharged. 

2. Another method of evaluation quite fre- 
quently used is one which classifies the pa- 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

From the Worcester State Hospital. 
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tients into such categories as recovered, much 
improved, improved, unimproved, or worse. 
In this method the total clinical picture is 
used as the deciding factor and the develop- 
ments during the course of treatment are 
judged on the basis not only of the symp- 
tomatology presented, nor necessarily in 
relationship to what the patient’s condition 
was before he became sick, but comparing 
his condition at various stages during the 
disease with the generally accepted standards 
of psychological and social adjustment. 

Certain critical sources of error arising 
from these 2 methods, though generally 
recognized, are rarely accounted for and 
deserve mention. In the first place, the ques- 
tion of continued need for hospitalization as 
contrasted with long visits or discharge is 
not of necessity dependent upon the basic 
pathologic process itself. The social setting, 
family attitudes, and economic factors may 
supersede in importance our evaluation of 
the pathology in deciding the question of 
disposition. Although this may at times be 
proper, it does not tell us much about the 
disease and the modus operandi of our thera- 
peutic methods. In the second place, we 
often find patients who may have become 
psychiatrically worse as the disease pro- 
gresses, but by the same token rendered 
more amenable to certain types of social ad- 
justment. This is particularly true of cases 
who upon admission to the hospital have 
been tense and excited and in whom the 
process of deterioration caused by the disease 
has made them innocuous even though more 
severely pathological. 

The second method of evaluation men- 
tioned above is, perhaps, somewhat more 
adequate, but still presents a number of 
disadvantages. Here, too, we find that im- 
provement or a fair degree of social recovery 
may come on the basis of a diminished reac- 
tivity of the patient to his disease. This 
method does not tell us much about the 
relative approximation of the patient’s pres- 
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ent status to his own premorbid level be- 
cause the degree of improvement is measured 
against that of a theoretical “average per- 
son” and in relationship to the general social 
setting to which he must currently adjust. 
Lastly, this method, as well as the previous 
one, does not afford quantitative evaluations 
that can be used in relating clinical changes 
in the course of the disease with other oc- 
currences investigated by biochemical or neu- 
rophysiological techniques. 

The rating scale that we have designed has 
been introduced primarily for the purpose 
of obviating these disadvantages in the 
evaluation of psychiatric conditions, par- 
ticularly as they are affected by special 
methods of therapy. Specifically, the rating 
scale should assist us in the following ways: 

(a) In measuring a number of special 
functions which are affected by certain dis- 
ease processes it furnishes information as to 
the effects of the therapeutic method upon._ 
those disease processes. 

(b) With the use of the base line, as 
we have constructed it, the scale furnishes 
information regarding these functions in 
relation to the patient’s own premorbid 
personality. 

(c) It furnishes data which can be re- 
corded quantitatively and therefore permits 
correlation of clinical findings with those of 
other investigations. 

In this paper we wish to present an in- 
tensive study of a series of cases of schizo- 
phrenia treated by prefrontal lobotomy and 
in which the postoperative developments 
have been recorded in a series of rating 
scale determinations. In all these patients 
adequate base lines were established on the 
basis of information from reliable sources 
reporting the qualities of their premorbid 
personalities. The determinations here re- 
ported were all made in relation to only one 
method of therapy, namely lobotomy. The 
results, therefore, should give us an adequate 
means of evaluating the effects of a special 
method of treatment upon a given disease 
entity, but one which has affected differing 
types of individuals. We do wish to point 
out that we are for the present concerned as 
much with the establishment of a technique 
as we are with the results deriving there- 
from. We are not offering a final evalua- 


tion of lobotomy in the treatment of schizo- 
phrenia so much as we hope to present the 
means by which such may more accurately 
be achieved in the future. 


MATERIAL AND PROCEDURE 


This study covers a series of 12 patients 
diagnosed as schizophrenia of the various 
subgroups. Items of general information 
are denoted in Table 1. Although nearly all 
patients had received other forms of therapy 
previously, each was regarded by the hospi- 
tal staff as suitable for lobotomy according 
to currently accepted criteria(3, 4, 5). All 
patients were males and ranged in age from 
19 to 37. The duration of the psychosis 
before lobotomy was from 2 years to 6 
years, 4 months. Rating scale evaluations 
were done twice before operation and 
every 2 weeks thereafter for a minimum of 
4 months. Final ratings were done on all 
12 patients at an average time interval of 
74 months postoperatively. In addition to 
the rating scale determinations we have 
maintained the usual clinical notes and the 
patients have participated in the routine hos- 
pital program, including attempts at social 
rehabilitation where feasible. No special pro- 
gram was afforded this group which might 
have colored our interpretations. 


RESULTS 


Fig. 1 shows how ratings of a single case 
may be plotted graphically. The zero line 
is the patient’s own base line and each dot 
represents the total number of points of 
deviation from that base line for a single 
rating. The time intervals are 2 weeks. 

A general survey of the results of our 
study is given in Fig. 2. Each pair of vertical 
bars represents one patient. The left-hand 
bar of each pair is the average prelobotomy 
rating and the right-hand bar is that pa- 
tient’s final postoperative rating. The 12 
cases are arranged in terms of the relative 
degree of rated response to treatment; the 
first case being the one with the best incre- 
ment of change and the last with the worst. 
For the purpose of comparison we have also 
presented the results of the treatment in 
terms of the 2 evaluation methods mentioned 
in the introduction. On the upper margin 
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TABLE 1 
GENERAL INFORMATION 
Duration of 
post- 
Diag. Duration of Previous lobotomy 
Pt Age (sub-type) psychosis * treatment f observation 
I 22 Cat. 2 yrs. 9 mos. ECT 64 mos. 
Insulin 
2 37 ©.T. 2 yrs. 6 mos. ECT Q mos. 
2 22 Simple 5 yrs. ECT—2 courses 43 mos. 
Insulin 
4 32 Par. 6 yrs. 4 mos. Metrazol 7 mos. 
Insulin 
5 25 Par. 6 yrs. 4 mos. ECT 5 mos. 
Endocrine 
6 27 O.T. 5 yrs. 2 mos. Metrazol 12 mos. 
Insulin 
7 25 Cat. 3 yrs. ECT 8 mos. 
8 31 Par. 2 yrs. 9 mos. ECT—2 courses Q mos. 
Insulin 
Endocrine 
9 28 Simple S yrs. Endocrine 7 mos. 
10 28 Heb. 4 yrs. 4 mos. ECT—2 courses 6 mos. 
II 26 Cat. 2 yrs. 3 mos. Insulin 94 mos. 
ECT 
Endocrine 
12 19 O.T. 2 yrs. 8 mos. ECT 9 mos. 
Endocrine 
Av. 26 4yrs. 74 mos. 


* Before lobotomy. 
7 Exclusive of psychotherapy. 


we have tabulated these cases according to 
general clinical estimates of their condition ; 
their being regarded as much improved, im- 


100 + 


TIME UNIT - TWO WEEKS 
: PT. - E. Te 
DIAG. = D.P.-CAT. 
Fic. 1—Charting by total scores. 


proved, or unimproved or worse. On the 
lower margin are tabulated the results in 
terms of whether the patient is in the hos- 
pital, out on occasional visits, or out on 
indefinite visit. 


It is quite clear from the chart that al- 
though there is some correlation between the 
three methods of evaluation there are also 
outstanding differences. Case No. 12 is re- 
garded as improved, but according to the 
rating scale he is worse than before treatment 
and we see that he is in the hospital. In this 
case the patient is easier to care for in the 
hospital, but the rating scale has picked up a 
more serious involvement of certain func- 
tions which are of particular importance in 
the course of the schizophrenic process, e. g., 
affect, thought processes, etc. 

Case No. 10 is regarded as unimproved or 
worse clinically, he is rated as worse, but he 
is out of the hospital on indefinite visit. An 
investigation of the situation reveals that 
actually because of the progress of the disease 
he is less given to tension states and is in- 
tellectually and emotionally deteriorated, a 
condition which is quite acceptable to his 
family. 

Case No. 2 would seem to be greatly im- 
proved by the rating scale scores and he is 
regarded as improved clinically, but he is 
able to be out of the hospital only on oc- 
casional visits. His remaining symptoms 
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plus an inadequate home situation combine 
to keep him at this level of activity. 

It is at this point that we are now able 
to see the need and value of a more definitive 
set of standards for measuring the effects 
of disease and treatment. One of the ad- 
vantages of the rating scale is that aside 
from affording us an over-all estimate of the 
results in terms of total scores we have in 
addition the means for following each one 
of a series of relevant functions of the indi- 
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arrive at an evaluation of which functions are 
disturbed by the disease and which ones we 
may expect to be influenced by therapy. 
Fig. 3 illustrates the effects of treatment 
on 2 functions included in the rating scale 
determinations of one in our series of pa- 
tients. These are “affect” and “aggressive- 
ness.” The zero line is the patient’s base 
line and each dot represents the deviation 
from the base line at a given rating. The area 
above the base line here corresponds to devi- 


Pre-Lozor. 
fj: FINAL POST-OP RATING 


Fic. 2—General evaluation. 


vidual and are able to determine the effect of 
treatment on these specific functions regard- 
less of what happens to the others or to the 
total score. We can follow the changes tak- 
ing place in any of the 19 items comprising 
the scale, determine which functions are 
most vulnerable in a given disease, and see 
what the nature and extent of the effect of 
treatment is upon them. Furthermore, in a 
large group of cases, it is possible to isolate 
each one of these functions and get a picture 
of the effect of treatment in all these patients 
on a specific function. In this way we finally 


ations to the right of the base line on the 
actual scale. The area below corresponds to 
deviations to the left on the scale.? Actual 


2 In our original publication concerning the rating 
scale(2) as used here we discussed the basis for 
construction of the scale in terms of deviations oc- 
curring on either side of the base line. To the right 
of the base line we placed those symptoms which 
were directed internally or arose and remained 
within the individual. We described these as “cen- 
tripetal.” To the left of the base line we placed 
those symptoms which were directed outwardly, 
toward the environment, or were “centrifugal.” In 
the case of “aggressiveness” we can speak of it 
being internally or externally directed (self-muti- 
lative as contrasted with combative). 
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scoring does not involve plus or minus fig- 
ures. In this case we can see the effect of 
lobotomy on “aggressiveness” is to shift it 
from one side of the scale to the other. We 
can now see graphically not only how much 
was this function affected, but in what direc- 
tion. “Affect” appears to remain on the 
same side, but is made worse; it is not a re- 
versal of the trend, but an intensification of 
it in the same direction as the disease itself 
has influenced it. 


Losor. 


be 


Fic. 3.—Charting by item scores. 


We now wish to demonstrate how we may 
study the effects produced by treatment on 
specific functions for the entire group of 
patients. This is best done by means of a 
scatter graph. We have arbitrarily selected 4 
points in time in the course of observing the 
patients which we feel are sufficient for ob- 
taining the information desired. These are 
(i) prelobotomy, (2) 6 weeks postopera- 
tively, (3) 20 weeks postoperatively, and 
(4) the final postoperative rating. For pur- 
poses of this presentation we need not 
examine graphs of each of the 19 items 
of the scale. We have selected 3 items which 


are generally regarded as important, but 
which are affected differently by lobotomy. 
These are “Socialization,” ‘““Thought Proc- 
esses,” and “Aggressiveness.” 

Fig. 4 deals with “Socialization.” The 
continuous line connects points representing 
the mean for the group. Our group is fairly 
homogeneous preoperatively and there is a 
shift toward improved socialization after lo- 
botomy. We also see that some patients re- 
main isolated and inaccessible, while others 
become meddlesome and annoying. 
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Fic. 4.—Socialization. 


Fig. 5 deals with “Thought Processes.” 
All but 2 patients tend to show alogical, para- 
logical, or even fragmented thinking pre- 
operatively and lobotomy is seen to have 
little effect on this important function. 

Fig. 6 deals with “Aggressiveness.” We 
can see that externally directed aggressive 
trends are enhanced by lobotomy, a point 
which has already been remarked by other 
observers(3, 4, 5). In our series we actually 
see that a significant number of the patients 
are now openly belligerent or combative and 
those patients who were self-deprecatory or 
self-mutilative become less so. In this re- 
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gard note the case designated by the open 
circles. We can see a remarkable shift from 
an intrapunitive type of aggressive behavior 
to an extrapunitive one.. It has been found 
that very often this effect of lobotomy, which 
may be a reversal of the schizophrenic proc- 
ess in some cases, produces a symptom which 
seriously impairs the patient’s chances for 
a social adjustment. 

From these 3 examples we can see that 


a fairly precise picture may be drawn of 
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Fic. 5.—Thought processes. 


specific changes occurring in the group or in 
an individual. We are also able to demon- 
strate whether the treatment reverses the 
pathology of a given function, intensifies it, 
affects it not at all, or by its own nature in- 
troduces new symptoms. Although the total 
score for any given rating yields a general 
estimate of the patient’s condition, it is 
through a careful study of the individual 
items comprising the scale that we attain 
a more accurate definition of what is hap- 
pening psychopathologically. 


SUMMARY AND CONCLUSIONS 


We have demonstrated the application of 
a clinical psychiatric rating scale to a spe- 
cific problem, namely the evaluation of the 
effects of lobotomy upon schizophrenia. Our 
primary concern was the presentation of a 
technique and tool which assist the clinical 
psychiatrist to determine with greater ac- 
curacy the quantity as well as the quality of 
the changes occurring in the course of dis- 
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Fic. 6.—Aggressiveness. 


ease and as a result of therapy. We recog- 
nize that in this study a relatively small num- 
ber of patients were involved. If, however, 
we ourselves and other workers elsewhere 
carry on with this endeavor we feel that we 
shall arrive at a better understanding of the 
psychopathology of schizophrenia and what 
we may hope for as a result of our treatment 
methods. We believe the rating scale can aid 
in this direction because of the following 
advantages : 

1. The patient is rated in terms of his 
own premorbid personality rather than in 
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comparison with a theoretical average nor- 
mal or average schizophrenic. 

2. It permits of a more accurate definition 
of the manifestations of the disease process 
by indicating the quantity and direction 
of the disturbances occurring in particular 
functions. 

3. It enables us to evaluate the effects of a 
given method of therapy in 2 different, but 
highly important areas: (a) upon symptoms 
produced by the disease itself, and (b) upon 
personality functions not necessarily involved 
in the disease process. 
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DISCUSSION 


Puy.iis WittMAN, Pu. D. (Elgin, Ill.).—I am 
very happy to have the opportunity to discuss this 
paper by Dr. Sands and Dr. Malamud, because of 
my earnest conviction that growth and progress, in 
our allied fields of psychiatry and clinical psychol- 
ogy, are dependent upon studies and reports such as 
this one—studies that stress quantification as well as 
qualification and that stress the objective approach 
rather than the merely subjective. 

The rating scale discussed in this paper yields 
numerical scores in the evaluation of qualitative 
concepts of behavior so that a statistical study can 
be made of these results. In the evaluation of any 
abstraction as general and all-inclusive as “be- 
havior,” the further the abstraction is broken down 
into its component parts the more reliable the find- 
ings. The Worcester scale identifies 19 components 
of behavior, and since the ratings on these 109 indi- 


vidual items are recorded each time the scale is 
used, one has a permanent and relatively objective 
record of the patient’s behavior. 

A generalization of therapy results as improved 
or unimproved is dependent upon a fallible human 
memory of the patient’s pretherapy behavior and 
symptomatology weeks or even months earlier, and 
a comparison of that behavior with posttherapy 
status. One may find in such an evaluation all the 
errors and artifacts associated with retrospection: 
halo effect, subjectivity, and, if the evaluation is 
made by the therapist, the very real danger of an 
unconscious bias. 

Dr. Leopold Bellak in his recent excellent book 
on dementia precox, which includes a thorough 
survey of shock therapy results with schizophrenic 
patients in the past 10 years, states among other 
conclusions, “Some of the basic facts have been 
sadly neglected. The evaluation of shock treatments, 
for example, should not be done by the person who 
gave the treatment in a particular case, thus avoid- 
ing any unconscious bias in favor of one method or 
another.” 

With a rating scale such as that used in this 
study, one not only can compare the pretherapy 
rating with a posttherapy rating made indepen- 
dently, but can also evaluate the specific areas of 
behavior in which the change is most significant. 

Rating scales of behavior, to give a relatively 
objective and permanent picture of the psychotic 
patient’s behavior, are being used more and more. 
At the Elgin State Hospital we are working on a 
scale that we hope can be used as an effective diag- 
nostic tool and also to augment and make more 
objective routine progress notes on mentally ill 
patients. 

The major criticism one could make of the Wor- 
cester scale, i.e., the questionable validity of infor- 
mation on the patient's prepsychotic personality 
traits, has been recognized by the authors and an 
attempt made to overcome this by using information 
from as many different sources as possible. 

One question we might ask is this: could one not 
use the behavior scale results when first adminis- 
tered to a given patient as a standard or norm for 
his behavior, and evaluate change in behavior by 
comparing subsequent ratings with the patient's 
pretherapy status or, even better perhaps, his be- 
havior status on admission to the hospital? In other 
words, why not use a given patient’s behavior as his 
own norm and determine improvement, worsening, 
or unchanged behavior from the changes on the 
scale in subsequent ratings? 
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A CURRENT EVALUATION OF THE ANTICONVULSANT DRUGS * 
RUSSELL N. DeJONG, M.D., Ann Arsor, Micn. 


Epilepsy and the convulsive states have 
been recognized since antiquity. In fact, the 
clinical descriptions of Hippocrates and the 
other observers of the pre-Christian era 
have been altered very little up to the present 
time. The therapy of the convulsive dis- 
orders, also, had shown little advancement 
from ancient times until less than 100 years 
ago. 

During the past 90 years definite progress 
has been made in the treatment of epilepsy, 
and the most marked advances have taken 
place during the past 10 years. Since the 
advent of electroencephalography the under- 
lying mechanisms of the cerebral dysrhyth- 
mias are much better understood and thera- 
peutic endeavors are, consequently, better 
controlled. Recent biochemical studies have 
also contributed greatly to our comprehen- 
sion of the pathologic physiology of the con- 
vulsive states, and newly discovered drugs 
have aided in therapy. 

For a comprehensive study of the anti- 
convulsant drugs and a current evaluation 
of their efficacy, a historical approach seems 
to be a suitable one. By this means the 
newer therapeutic preparations may be ap- 
praised by comparing them with the older 
ones. The following statements are made 
more or less as a review. It is hoped, never- 
theless, that a comparison of clinical results 
will aid in an evaluation of the present-day 
drug therapy of epilepsy. 

The Bromides.—The use of the bromides 
in the treatment of epilepsy was described 
by Sir Charles Locock in 1857(1). Locock 
had first used the bromides in treating hys- 
teria without epilepsy, then in hysteria with 
epilepsy, and finally in epilepsy without hys- 
teria. Using potassium bromide in a dosage 
of 10 grains (0.65 gm.) 3 times a day, he 
reported that he had cured 14 out of 15 
cases. 


1 Read at the 1o4th annual meeting of The 
American Psychiatric Association, Washington, 
D. C., May 17-20, 1948. 

From the Department of Neurology, University 
of Michigan Medical School, and University Hos- 
pital. 


The discovery of the anticonvulsant action 
of bromides was the first therapeutic ad- 
vance, and bromides were used extensively 
for many years and were the only drugs of 
value up to the time of the first World War. 
They are still used today, although not to as 
great an extent as formerly. In Gowers’ 
“Epilepsy and Other Chronic Convulsive 
Diseases” (1881)(2) some IO pages are 
devoted to the use of the bromides, and they 
are the only true anticonvulsant drugs men- 
tioned. Their pharmacologic action was not 
definitely known, although Gowers expressed 
the belief that they had a direct effect on 
nerve elements by diminishing reflex action, 
and it was noted by Albertoni(3) that bro- 
mides lessened the electrical excitability of 
the motor zone of the cortex of the dog so 
that convulsions could no longer be pro- 
duced. It is stated that at one time almost 
2 tons of bromides were used each year in 
treatment at the National Hospital for the 
Paralyzed and Epileptic, Queen Square, 
London(4). 

The bromides have certain disadvantages. 
They are sedatives and do cause mental dull- 
ing in a certain number of patients ; in sensi- 
tive individuals annoying acneform skin 
eruptions develop ; bromide intoxication with 
depression, confusion, and delirium is not 
uncommon in patients who use the drugs in 
any large dosage over a long period of time. 
In spite of these contraindications, however, 
bromides still have a place in the treatment 
of epilepsy. They are occasionally effective 
when other medications fail(5); and Pol- 
lock(6), for instance, feels that they are 
the most satisfactory of the anticonvulsant 
drugs. 

Phenobarbital—In 1912, Hauptmann(7) 
demonstrated that phenobarbital (phenyl- 
ethyl barbituric acid) was more effective 
than the other barbiturates in the relief of 
convulsions and also that it seemed to have 
the least hypnotic effect. The first clinical 
reports of the use of phenobarbital in 
epilepsy in this country were those of Der- 
cum(8) in 1919, Julius Grinker(g) in 1920, 
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and Sands(10) in 1921. The barbiturates, 
especially phenobarbital, were found to be 
much more effective anticonvulsant drugs 
than the bromides. They cause dulling and 
sedation much less frequently, and are much 
less prone to cause toxic symptoms. The 
discovery of phenobarbital has been con- 
sidered as marked an advance over the 
discovery of the bromides as that of bro- 
mides was over the previously known anti- 
convulsant therapy. 

Symptoms of sedation may occur with 
phenobarbital, but the average epileptic can 
take a relatively large amount without noting 
any marked hypnotic effect. The drug may 
also cause toxic symptoms. Occasionally 
there is a skin eruption in sensitive individ- 
uals ; there may be lethargy and drowsiness ; 
definite intoxication, however, is encountered 
much less frequently with phenobarbital 
than with the bromides. 

Other Barbiturates—Other barbiturates 
have also been tried, the one that has re- 
ceived the most publicity being mebaral, or 
N-methylethylphenyl barbituric acid(11). 
This is said to have less sedative effect than 
phenobarbital and to have more anticonvul- 
sant action. Most clinicians, however, feel 
that there is no great difference in the anti- 
convulsant action and sedative effect of the 
2 drugs, but do give mebaral to certain in- 
dividuals who seem to be unable to take 
phenobarbital. Delvinal sodium (vinobarbi- 
tal) is also said to cause an improvement in 
convulsive manifestations without producing 
drowsiness(12). 

Two other barbiturates which have been 
found, in animal experiments, to be protec- 
tive against convulsive and lethal doses of 
metrazol are AN 22 (1,5,5-trimethyl barbi- 
turic acid, Abbott) and AN 23 (5,5-diethyl 
l-methyl barbituric acid, Abbott). These 
drugs are available currently only for re- 
search, but Thorne(13) has shown, in test- 
ing their action in a carefully controlled 
group of institutionalized grand mal epilep- 
tics, that AN 22 has only mild anticonvulsant 
action, together with slight sedative effects, 
whereas AN 23 has mild anticonvulsant ac- 
tion clinically, but powerful hypnotic action. 

Sodium Diphenyl Hydantoinate—From 
1935 to 1937, Merritt and Putnam, at the 
Boston City Hospital, carried out an ex- 


tensive research project in an attempt to 
determine the most adequate anticonvulsant 
drug. They tested the effect of a great num- 
ber of different substances on electrically 
produced convulsions in cats, and came to 
the conclusion that 5,5-diphenyl glycolyl 
urea, or 5,5-diphenyl hydantoin, was the 
most effective(14). This preparation has 
been used clinically in a soluble form as the 
sodium salt, or sodium diphenyl hydantoinate, 
and is known best by its proprietary name, 
dilantin (dilantin sodium), or by the termi- 
nology accepted by the Council on Pharmacy 
and Chemistry of the American Medical 
Association, diphenyl-hydantoin sodium. It 
has been found to have a highly selective 
action on the motor cortex without depress- 
ing the other functions of the brain(15), 
and to reduce the frequency of the spike 
discharges which are typical of major con- 
vulsive seizures(16). Clinically it has been 
shown to be more effective than any of the 
above anticonvulsant remedies, and to have 
less sedative effect. In fact, it has come to 
be the standard drug in the treatment of 
epilepsy. Merritt and Putnam stated that 
in 79% of their cases dilantin was more 
effective than any other anticonvulsant drug ; 
in 2% it was less effective than certain of 
the others; in 13% no treatment was effec- 
tive; and in 6% the attacks occurred too 
irregularly to judge. 

Dilantin does have certain toxic effects, 
especially in sensitive individuals. A fair 
percentage of patients develop a gingival 
hypertrophy quite similar to that seen in 
scurvy. Because of this similarity to scurvy, 
ascorbic acid has often been given with di- 
lantin. There is little evidence, however, 
that the addition of the ascorbic acid is of 
much value in relieving the gingival hyper- 
trophy, and possibly the best method of man- 
agement of the complication is very careful 
care of the teeth, with frequent prophylaxis. 
Sometimes the hyperplastic tissue can be ex- 
cised. Occasional skin eruptions are also 
seen with dilantin; these may be erythe- 
matous, urticarial, or purpuric in nature. 
Both the gingival hypertrophy and the skin 
eruptions disappear when the drug is dis- 
continued. 

True dilantin intoxication gives a clinical 
picture which is not always appreciated by 
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physicians who are not familiar with the 
drug. The first symptoms are drowsiness, 
followed by vertigo, ataxia, nausea, tremors, 
blurring vision, diplopia, and hypertrichosis. 
The patient with clinical dilantin intoxication 
presents a picture quite suggestive of cere- 
bellar disease or diffuse encephalopathy and 
shows marked ataxia, nystagmus, slurred 
speech, extraocular palsies, drowsiness, and 
confusion. These symptoms, also, leave if 
the dilantin is withdrawn. Owing to the 
alkalinity of dilantin, some patients develop 
gastrointestinal irritation, and a preparation 
of dilantin in oil in gelatin capsules is avail- 
able for these individuals, who seem to be 
able to tolerate the drug in this form better 
than in the more common capsule form. 

There are a few points to be borne in 
mind in prescribing dilantin. It may take 
days or weeks to build up a sufficiently high 
level in the system to control attacks ade- 
quately. Many patients who do not seem 
to receive maximum benefit may fail to re- 
spond because of inadequate dosage. The 
dosage which gives freedom from seizures 
may closely approximate that which causes 
toxic symptoms, and in some individuals 
toxic doses are needed to control attacks. 
Occasionally patients who have been on a 
regulated dosage of dilantin for a long time 
suddenly, in association with systemic dis- 
ease, develop toxic symptoms suggestive of 
diffuse cerebral disease. In spite of these 
characteristics, however, dilantin is the medi- 
cation of choice in most cases of grand mal 
epilepsy, and it may be of some value, also, 
in the relief of petit mal and psychomotor 
seizures. 

Other Hydantoinates—During the past 
few years other hydantoinates have been 
studied in an attempt to find an even more po- 
tent anticonvulsant preparation with less toxic 
effects than dilantin. One of these that has 
shown very promising results is 3-methyl 
5,5-phenylethyl hydantoin, which has been 
known by the names hydantoin, phenantoin, 
and more recently, Mesantoin(17). It is 
issued in tablets of 14 grains (0.1 gm.).? 
This drug has the advantage that it is less 
toxic than dilantin. It does not cause gingi- 


2The Mesantoin used in this study was con- 
tributed by Mr. S. M. Fossel of the Sandoz Chemi- 
cal Works, Incorporated, New York, New York. 


val hypertrophy, and individuals who are 
unable to take dilantin because of the gum 
changes can tolerate Mesantoin without diffi- 
culty. In experimental animals Mesantoin is 
much less toxic than dilantin(18), and clini- 
cally it can be given in larger doses without 
the development of untoward symptoms. In 
sensitive individuals or large doses, it may 
cause soporific effects, but in most cases these 
can be eliminated or obviated by a gradual 
increase in the dose. Other toxic manifesta- 
tions which are sometimes encountered in- 
clude a_ scarlatiniform rash, fever, and 
lymphadenopathy (19). 

Mensantoin does appear to be a somewhat 
less potent anticonvulsant than dilantin, and 
oftentimes patients who are satisfactorily 
controlled on 3 capsules of the latter per 
day require 4 to 6 tablets of the former. 
However, the facts that side reactions are 
less frequent and larger doses can be toler- 
ated make it an important drug in anticonvul- 
sant therapy. It is practically tasteless and 
is well tolerated by the gastrointestinal tract. 
It is the drug of choice in some cases, and 
can be substituted for either phenobarbital 
or dilantin when there is lack of therapeutic 
effect or when toxic reactions necessitate a 
change of medication. It is sometimes quite 
effective when used in combination with 
phenobarbital (Hydantal).* If Mesantoin is 
to be substituted for dilantin, however, the 
latter must be withdrawn slowly during the 
transition period, and the -dosage of the 
former must be gradually increased over a 
period of 2 to 4 weeks. 

Other hydantoinates have also been studied 
both pharmacologically and clinically(20). 
Merritt, who has now studied the anticon- 
vulsant action of more than 700 drugs, has 
found that 5-methyl, 5-phenyl hydantoin is 
almost as effective as dilantin, but it has 
toxic side effects (34% of patients develop 
a skin rash) and is not yet suitable for gen- 
eral use. Sodium diphenylene hydantoin 
(sodium diphenylene diimide) has about 
one-half the anticonvulsant action of dilan- 
tin, but causes neither hypertrophic gingi- 
vitis nor cerebellar symptoms(21). Another 


8 Hydantal (Sandoz Chemical Works, Incor- 
porated, New York, New York) is a combination 
of o.1 gm. of Mesantoin with 0.02 gm. of pheno- 
barbital. 
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compound, thienyl (sodium 5,5-phenyl, thie- 
nyl hydantoin), is also under investigation.‘ 
It is felt that further research on the hy- 
dantoin drugs may result in the development 
of anticonvulsants of increasing value. 

The above drugs, the bromides, pheno- 
barbital, dilantin, and Mesantoin, are most 
effective in the treatment of grand mal at- 
tacks, whereas petit mal and psychomotor 
seizures have been very difficult to control 
by the use of drugs. If one considers the 
electroencephalographic picture in these 3 
types of epileptic manifestations, grand mal, 
petit mal, and psychomotor, one can appreci- 
ate this. The grand mal attack is character- 
ized by rapid bursts of high voltage waves. 
There is an increase in the electrical activity 
of the cerebral cortex and the normal alpha 
wave pattern of 8 to 10} per second is in- 
creased, sometimes to 20 or 25 per second. 
The above drugs are all sedatives. They slow 
down the cortical activity and for that reason 
are effective in the control of grand mal 
attacks. This can be demonstrated very 
graphically by the EEG, and it can be 
shown that during therapy this increased 
electrical activity is brought nearly to normal. 
Petit mal seizures, however, which are char- 
acterized electroencephalographically by an al- 
ternating fast and slow wave, usually a spike 
and dome pattern of 2 to 3 per second, and 
psychomotor attacks which are characterized 
by a flat-topped plateau or dome-type of 
wave of 4 to 5 per second, are already slower 
than normal, and drugs which slow down the 
cortical activity may increase the tendency 
toward both of these manifestations. Al- 
though many physicians feel that dilantin and 
other drugs are of some help in certain cases 
of petit mal and psychomotor epilepsy, it is 
found in many cases that these drugs do 
increase the frequency of both. Whereas 
they help the grand mal seizures, they are 
not of much benefit in the other types, and 
for this reason further attempts have been 
made to discover drugs which are of value 
in petit mal and psychomotor attacks. 

Starvation and Ketosis——In 1921 Geyelin 
(22) observed the occasional therapeutic 
effect of starvation in epilepsy. He ex- 
pressed the belief that the benefits of starva- 


* Eli Lilly and Company, Indianapolis, Indiana. 


tion probably resulted from the acidosis 
which developed. Geyelin perhaps is respon- 
sible for the development of the physiologic, 
or chemical, era in the understanding of 
epilepsy. Starvation is still used by some 
individuals in the treatment of status epilep- 
ticus and of exacerbations in the frequency 
of attacks. 

A somewhat different approach is that of 
Wilder(23) who, also in 1921, described the 
ketogenic diet in the treatment of convulsive 
attacks, especially petit mal seizures. There 
is a definite difference of opinion regarding 
the therapeutic effectiveness of a ketogenic 
diet. Many clinicians feel that it is extremely 
helpful, especially in children with petit mal 
(24); others believe that the benefit is ques- 
tionable. The one difficulty in use of the 
ketogenic diet is that of maintaining ade- 
quate ketosis, especially in children, and a 
ketogenic diet is of questionable value if it 
is not maintained adequately. Helmholz(25) 
states that a ketogenic diet is effective in 
controlling petit mal attacks in 31% of his 
patients, and Keith(26), that a ketogenic 
diet, or such a diet together with drugs, is 
the best method of treatment of epilepsy in 
children. Most clinicians agree with Gibbs 
(19), however, and state that such a diet 
is expensive, distasteful, and troublesome. 
It is difficult to regulate in children and is 
rarely effective after the age of 10. Buchanan 

27) has stated that the ketogenic diet has 
had a temporary vogue but is now almost 
universally discarded. 

Glutamic Acid.—The use of glutamic acid 
in petit mal attacks was described by Price, 
Waelsch, and Putnam in 1943(28). They 
first used dl-glutamic acid hydochloride and 
later 1 (+) glutamic acid (dextrorotatory). 
These substances were originally utilized in 
an attempt to produce a ketosis similar to 
that brought about by the ketogenic diet, 
and were used in doses sufficient to bring the 
pH of the urine to approximately 5. The 
proponents of glutamic acid therapy feel 
now, however, that is has other beneficial 
effects in addition to its acidifying action. 
Glutamic acid must be given in massive 
doses of from 8 to 20 gm. per day. The 
usual starting dose is 4 gm. 3 times a day. 
There are no definite toxic effects, but many 
clinicians express the belief that glutamic 
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acid does not have the therapeutic effect 
originally attributed to it. It is expensive, 
difficult to take, and its therapeutic value is 
questionable. In experimental animals it has 
no effect in raising the seizure threshold, so 
its action, if it is of value, must be differ- 
ent from that of other anticonvulsant drugs 
(29). Glutamic acid has also been used by 
some observers in the treatment of mental 
deficiency and behavior disorders in children 
(30). 

Tridione.—The drug 3,5,5-trimethyloxazo- 
lidine-2,4-dione was first noted by Erlen- 
meyer(31) in 1938 to have hypnotic action. 
In 1944, Richards and Everett(32) noted 
the anticonvulsant action of this substance 
in experimental animals, and this was con- 
firmed later by Goodman(33). Clinical re- 
ports by Lennox(34) have shown that tri- 
dione is very effective in the control of petit 
mal attacks; DeJong(35), that it is of value 
in psychomotor attacks; and Thorne(36), 
that it aids in the control of grand mal 
seizures and, even when used intravenously, 
in the treatment of status epilepticus. There 
is some difference of opinion regarding the 
therapeutic effect of the drug in the different 
varieties of epilepsy. Some observers ex- 
press the belief that it is most effective in 
the idiopathic varieties(37), others that it 
is more helpful in the symptomatic types 
(38). Some have stated that it is of value 
only in the relief of the petit mal triad (petit 
mal, myoclonic jerks, and akinetic seizures), 
which is characterized by alternate spike and 
dome pattern in the EEG(34,39), whereas 
others have obtained benefit in all varieties 
(40). The present observer has not obtained 
the outstanding benefit in petit mal attacks 
that others have described, especially when 
such attacks occur in adolescents or older 
individuals, but believes that tridione has 
been more helpful than any other regime in 
the control of psychomotor seizures. He 
believes that the drug does not aid in the 
treatment of grand mal seizures and that it 
may on occasion precipitate such attacks. 
Inasmuch as the major percentage of adoles- 
cents and adults who have attacks other than 


5 The tridione used in this study was contributed 
by the Department of Medicine, Abbott Labora- 
tories, North Chicago, Illinois. 


grand mal in variety usually have, both on 
clinical grounds and electroencephalographic 
confirmation, combinations of either petit 
mal or psychomotor with grand mal seizures, 
tridione should usually be used in combina- 
tion with phenobarbital and/or dilantin and 
mesantoin. Buchanan(27) has stated that 
the combination of dilantin, phenobarbital, 
and tridione is the most useful prophylactic 
treatment against both major and minor 
seizures which has yet been produced. It 
is certainly a decided advance in the treat- 
ment of those varieties of attacks which do 
not respond to other medications, and has 
also been reported to be of value in the 
treatment of other neurologic conditions 
(41). 

Tridione is available in capsules of 44 
grains (0.3 gm.) which may be given 3 or 
more times a day, and also in the form of an 
elixir if a smaller dosage is required. Un- 
fortunately there are certain toxic symptoms 
which sometimes contraindicate its use. Vis- 
ual symptoms which include photophobia, 
blurring of vision, sensitivity to light, im- 
pairment of acuity, and deficient color dis- 
crimination are the most common toxic 
manifestations(42). These are usually most 
pronounced in bright light (hemeralopia), 
and disappear after the drug has been dis- 
continued. Drowsiness, nausea, vertigo, ur- 
ticaria and other skin eruptions, irritability, 
and hyperpyrexia also develop in association 
with the use of tridione. The most serious 
complications consist of disturbances in 
blood formation, and two cases of fatal 
aplastic anemia(43) as well as instances of 
leukopenia(44) have been reported follow- 
ing the use of the drug. Although the blood 
complications are rare, they should always 
be borne in mind, and tridione should never 
be given if there is a history of blood dys- 
crasia. The examiner should always inquire 
regarding the presence of weakness, pallor, 
dyspnea, and anemia. The blood should be 
examined at least once a month while the 
patient is taking the drug, and treatment 
should be discontinued if the platelets are 
substantially reduced, the hemoglobin and 
erythrocyte count are below normal, the leu- 
kocyte count is below 4,000 per mm. ; * or the 
polymorphonuclear content below 50% (45). 
In spite of the above toxic effects, however, 
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tridione is a valuable drug in the treatment 
of epileptic symptoms. 

Recent research on related dione com- 
pounds gives promise of more definite ad- 
vance in the treatment of petit mal and 
psychomotor seizures. Epidon (5,5-dipheny], 
2,4-dioxo-oxazolidinedione) is reported to 
be effective also in major convulsions and to 
have no toxic effects on the blood( 46), and 
paradione (dimethylethyloxazolidine dione) 
is said to have clinical properties similar 
to those of tridione, with fewer side ef- 
fects(47). 


CONCLUSIONS 


Definite advances have been made in the 
treatment of epilepsy during recent years. 
The bromides, then phenobarbital, and finally 
dilantin have in this order been found to be 
increasingly effective. Research on some of 
the newer hydantoin derivatives has given 
even more hope in the control of grand mal 
attacks. The ketogenic diet, glutamic acid, 
and finally tridione have been found to be 
helpful in the treatment of petit mal seizures, 
and tridione also in the alleviation of psycho- 
motor attacks. 

The therapeutic approach depends, of 
course, upon the underlying etiology and 
upon the type of attack from which the 
patient is suffering. Epilepsy, or the con- 
vulsive state, must not be regarded as a 
disease entity. The etiology differs in in- 
dividual cases, and although grand mal, petit 
mal, psychomotor, and other varieties of 
attacks may occur in the same patient, each 
may be a manifestation of a different type 
of pathologic physiology. There may be a 
variability in symptoms from time to time; 
there may be no clear-cut distinction between 
one type of attack and another; there may 
be formes frustes which cannot be classified. 
The essential criteria should be not only an 
adequate description of the seizures and, if 
possible, observation of them, but also an 
electroencephalographic recording and an 
evaluation of the patient’s personality and 
psychologic state. Specific therapies are now 
available for individual types of attacks and 
for specific abnormalities of the cerebral 
rhythm. The various anticonvulsants often 
have a definite synergistic effect, and a com- 


bination of 2 or more of them may be more 
helpful than any one alone; such combina- 
tions may be tried when individual drugs, 
used singly, do not control attacks. In a 
mixed type of epilepsy one may use pheno- 
barbital, dilantin or Mesantoin with tridione, 

One must bear in mind, however, that the 
use of the anticonvulsant drugs does not 
constitute the sole treatment of epilepsy. 
The underlying etiologic factors must be 
determined, if possible, and in addition to 
drugs one often must use physical measures, 
diet, mental hygiene, and occasionally sur- 
gery. By knowing the mode of action of all 
the possible therapeutic agents, and by a 
careful, detailed study of each patient, the 
physician can, in most instances, control the 
symptoms of disease and return the patient 
to a useful life. 
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THE PRACTICE OF PSYCHIATRY IN A RURAL COMMUNITY * 
JACOB SIRKIN, M. D., Newark, N. Y. 


The private practice of psychiatry has been 
primarily centered about urban areas. For 
this reason, it was felt worth while to report 
the experience of practicing psychiatry in a 
rural community. This paper deals with the 
writer’s first year in practice, a period end- 
ing in March, 1948. 

The writer has been practicing in the 
village of Newark, located in Wayne County 
in upstate New York. The population of 
Newark is approximately 8,000 and that of 
Wayne County is about 50,000. He is the 
only psychiatrist in private practice in Wayne 
County and, in fact, the only such practi- 
tioner in a rather wide belt between Syracuse 
and Rochester. Newark is located about 32 
miles east of Rochester and 55 miles west of 
Syracuse. 

Because of the unusualness of practicing 
psychiatry rurally, it may be of interest to 
note the reason for settling in a small com- 
munity. For 10 years prior to military ser- 
vice, the writer was employed as a resident 
physician at the Newark State School and, 
as a result of associations formed, desired 
to continue residence in Newark after mili- 
tary service. Furthermore, being fairly well 
known in the area and knowing almost all 
the physicians in the county, it was felt that 
the location had good possibilities for suc- 
cessful practice. 

The area served is not “backwoods” in 
any way. Most of the people are in moderate 
financial circumstances, and the general in- 
tellectual level is good. The population is 
chiefly of Anglo-Saxon, Dutch, or Italian 
extraction. The physicians are progressive, 
and I can state from personal contact that 
as a group they are extremely conscientious 
and faithful to their patients. Where special 
attention is indicated, it is not only recom- 
mended but strongly urged, so that optimal 
medical care can be rendered. 

I have found that there are a number of 
disadvantages in practicing psychiatry rur- 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 


ally. Foremost is the lack of hospital facil- 
ities. In Wayne County, there are 4 small 
general hospitals, but none is equipped for 
the handling of psychiatric patients. Conse- 
quently, it has been necessary to send cases 
needing hospitalization to state hospitals. 
The Clifton Springs Sanitarium and Clinic, 
which is located 11 miles from Newark, ac- 
cepts psychiatric patients, but no one who 
presents a potential suicidal risk. I have 
just been advised that I may take patients 
into this hospital, but in my first year I did 
not have this privilege. 

Another disadvantage of rural practice is 
the need for traveling distances up to 30 
miles to see patients. At first it was easy to 
find time to go 15 or 20 miles to a nearby 
village or farm to see a patient, but at present 
it is difficult to give the 2 or 3 hours required. 
By having the patient come to the office, 
this latter difficulty can be overcome, but in 
rural practice the patient often expects the 
doctor to come to the house. 

A bad feature of rural practice is the lack 
of contact with other psychiatrists. There 
are several psychiatrists at the Newark State 
School and a psychiatrist at the Clifton 
Springs Sanitarium, but there is no formal 
group with meetings for discussion. I have 
had the privilege of attending seminars at 
Strong Memorial Hospital in Rochester, and 
I hope to have even closer contact with this 
hospital and the department of psychiatry 
at the University of Rochester School of 
Medicine. 

Still another disadvantage is the necessity 
of doing some general practice. Some people, 
on seeing the sign “M.D.” in front of a 
doctor’s office, come in for medical care. 
They just don’t have the idea that certain 
doctors might do only certain types of work. 
They expect to have their colds or cut fingers 
treated; and if the doctor refuses to take 
care of them, he can be cast in an unfavorable 
light. The writer has placed some limitations 
on.his general practice, however. No ob- 
stetrics is handled, nor is surgery, except of 
the minor office variety. 
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The general medicine portion of my prac- 
tice could have a marked additional disad- 
vantage, since actually I am in competition 
with the other practitioners in Newark while, 
at the same time, I hope for referrals from 
them. It seems to have worked out well, 
however, since they understand that to begin 
with, at least, I must do some general practice 
and that my primary interest is psychiatry. 
I believe I can safely say, however, that my 
relationship with the physicians both in New- 
ark and in surrounding towns is excellent. 
Not only are we on most friendly terms, but 
a number have told me that they are glad 
to have a psychiatrist close by to help care 
for their patients. Several health officers 
have mentioned that they are pleased to have 
me available, so that in commitment exami- 
nations I can be one of the two physicians 
required. It affords them some protection 
to have a psychiatrist as a co-examiner in 
the event that legal difficulties over a com- 
mitment should arise. I have been called in 
for a number of such examinations. 

Officials of the several social agencies in 
the area have cooperated, and appear to feel 
that I am of value to them. I have been 
elected a member of the board of directors 
of the Family Service Society in Newark, 
and have had good relations with the lo- 
cal chapter of Alcoholics Anonymous. The 
County Welfare Commissioner and the Judge 
of the County and Children’s Courts have 
availed themselves of my services, and I find 
that as time goes on I am getting more re- 
ferrals from them. 

It should be noted that, prior to my going 
into practice, virtually all mental examina- 
tions requested by the various social agencies 
were done at the mental hygiene clinic main- 
tained by the Newark State School. 

I have surveyed the proportion of my 
time spent in general practice and in psy- 
chiatry over periods of 2 weeks, at 3-month 
intervals. Whereas at the end of my first 
3 months in practice, 40% of my time was 
spent practicing psychiatry, at the end of 
the first year it approximated 70%. In ad- 
dition, since I spend 20 hours a week at the 
Veterans Administration Clinic in Rochester, 
the actual proportion of time in psychiatry 
is much higher. 

In November, 1947, eight months after 


starting in practice, I accepted a part-time 
appointment with the Veterans Administra- 
tion Clinic in Rochester as neuropsychiatrist, 
This takes 20 hours a week and does not 
interfere appreciably with my practice, since 
I see all patients by appointment. It does 
mean, however, that I must see some patients 
in the evening, but I would have to do this 
anyhow, since working patients must be seen 
after working hours. In addition to this ap- 
pointment, I have a contract with the Vet- 
erans Administration for the treatment of 
veterans in my office. 

A point that has to be handled carefully 
is the care of patients and their families 
medically, after they have been referred for 
a psychiatric problem. Several times, a pa- 
tient or member of his family has come in 
for routine medical care some time after 
being referred. Usually, when it happens, 
I tell the patient that he should see his own 
physician and explain the fact that I cannot 
take care of him medically. A few times, I 
have given treatment, but obviously I cannot 
do this as a general rule. One patient who 
had been referred to me called one evening 
for me to take care of her sick baby. I ex- 
plained that I could not and advised her to 
call her own doctor, the physician who had 
referred her. She became quite annoyed and 
never returned for the treatment I was giving 
her. 

Being in a rural area, where traditionally 
everyone knows everyone else’s business, 
some prospective patients undoubtedly (I 
know of several cases) hesitate to come to 
a local psychiatrist, since they are fearful 
that it will be too easy for their neighbors 
and friends to know about it. They prefer 
to go to psychiatrists located further away 
from home. 

My former association with the Newark 
State School may be disadvantageous. Sev- 
eral times patients or families have refused 
to come to me because of this. Two types 
of comments made have been “What do those 
State School doctors know?” and “I am not 
going to see him. I’m not like those nuts 
at the State School.” 

To offset the disadvantages, there is an 
advantage in practicing psychiatry as I do. 
This consists in the relative lack of com- 
petition. The New York State Department 


1949] 


of Ment 
State 
and mer 
the cour 
treatmel! 
the only 
the cow 
effort 
psychiat 
does to 
where 
a speci! 
psychia 
gravita' 
Pecu 
ticing g 
With < 
being § 
can Co! 
his nei 
“menta 
spite \ 
fear of 
thermc 
only a 
If they 
they 
some | 
physic 
doctor 
ful cre 
psych 
be sai 
come, 
resort 
seeing 
the fe 
Se\ 
relati 
gener 
to th 
condi 
when 
were 
to th 
notec 
for 

I wa 


cone: 
place 

A 
patie 
mor 


: 
| 


_LApr. 


rt-time 
nistra- 
iatrist, 
es not 
, since 
t does 
atients 
lo this 
e seen 
is ap- 
> Vet- 
ent of 


efully 
milies 
ad for 
a pa- 
ne in 
after 
pens, 
own 
annot 
ies, I 
innot 
who 
ning 
[ ex- 
er 
had 
and 
ving 


1949] 


JACOB SIRKIN 


777 


of Mental Hygiene, through the Newark 
State School, does conduct child guidance 
and mental hygiene clinics twice monthly in 
the county but, except for occasional cases, 
treatment is not carried out. However, I am 
the only psychiatrist in private practice in 
the county, and certainly it requires more 
effort on the part of the patient to see a 
psychiatrist more distantly located than it 
does to come to me. Except in instances 
where a patient or referring physician has 
a specific reason for preferring a different 
psychiatrist, the psychiatric cases naturally 
gravitate to me. 

Peculiarly, there is an advantage in prac- 
ticing general medicine along with psychiatry. 
With a certain proportion of my practice 
being general work, the psychiatric patient 
can come to the office without the fear that 
his neighbors will know that he goes to a 
“mental doctor” for treatment. (This, de- 
spite what was said above concerning the 
fear of seeing a psychiatrist locally.) Fur- 
thermore, some patients are referred to me 
only as “to another doctor,” so to speak. 
If they were sent to a psychiatrist as such, 
they would never get to the office. Again, 
some patients feel more at ease talking to a 
physician whom they consider a “medical 
doctor.” The psychiatrist to some is a fear- 
ful creature who can read minds or who can 
psychoanalyze them at one sitting. It might 
be said here, also, that a good many patients 
come, even when referred, only as a last 
resort. They seem to feel the stigma of 
seeing a psychiatrist, and also are fearful of 
the fee involved. 

Several amusing incidents have occurred 
relative to the mixture of psychiatric and 
general practice. One woman, after coming 
to the office for some time for a medical 
condition, said to me, “You know, doctor, 
when I first came to you, I wondered if I 
were in the right place.” She had reference 
to the psychiatry certificates which she had 
noted on the wall. Another patient came in 
for “nerve trouble.” Upon being told that 


I was a psychiatrist, she became somewhat 
concerned and said, “Maybe I’m in the wrong 
place!” 

A few words might be said about paranoid 
patients. I believe they have to be handled 
more carefully in the small town than in the 


city. Since they become dangerous to the 
psychiatrist if he becomes involved in their 
delusional content, his easier accessibility 
than that of his city colleagues requires the 
utmost caution in dealing with them. I shall 
never forget the paranoid patient who called 
me one midnight, asking “Did you tell my 
wife I’m crazy?” Another former paranoid 
patient who does not speak to me, nor even 
nod in recognition, is a source of mild con- 
cern to me. We meet several times week'y 
inadvertently (I hope) on the street or in 
stores. In a city, the chance of meeting is 
much less, as is, therefore, the consequent 
possible strengthening of animosity toward 
the psychiatrist and his family. 

In relation to fees, there is no great dif- 
ference in what one can ask, in comparing 
rural and urban psychiatry. By the time 
most people come to a psychiatrist, they are 
aware that such examination and treatment 
is necessarily relatively expensive. I have 
had an elastic scale of fees, however. When 
a direct referral comes in, there is no question 
but that the fee is that for visiting a specialist. 
The same holds true when a patient comes 
in spontaneously for psychiatric help. Yet, 
when a patient comes in “for her nerves” 
and has no idea that the doctor is a psychi- 
atrist, careful explanation and fee adjust- 
ment is necessary in order that there be an 
equitable balance between the help and time 
given and the financial return. For general 
practice, I charge the usual Newark fees. A 
problem has arisen several times when a pa- 
tient, in coming in for a somatic complaint, 
is found to have a psychiatric basis for the 
symptoms. Explanation of the situation and 
an understanding of the “different treatment” 
is necessary and is usually acceptable. 

In the year of practice, I have seen 140 
psychiatric or neurologic patients. Of these, 
122 cases were psychiatric, 14 were neuro- 
logic, and 4 were epileptic. One hundred 
seventeen were referrals, and 23 came in of 
their own accord or were brought in by mem- 
bers of their families. Of the 117 referrals, 
102 cases were referred by 31 different phy- 
sicians, 3 were referred by 3 attorneys, I by 
the District Attorney, 4 by the County Judge, 
2 by social agencies, and 5 by the Veterans 
Administration. 


A few words might be said about the pa- 
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THE PRACTICE OF PSYCHIATRY IN A RURAL COMMUNITY [Apr 
tients who come in spontaneously, that is, of er as No. 
their own accord. At first almost all cases 4 


seen were referrals, but as time goes on, 
more come in because they’ve heard I’m a 
psychiatrist or a “nerve doctor,” and it does 
seem that psychiatric education and publicity 
have had their effect. Word of mouth re- 
ferrals from other patients appear to be 
increasing. 

The patients have come from 23 different 
communities ranging in distances of up to 
35 miles from Newark. (For purposes of 
this survey, farms near a village are con- 
sidered in the village.) There have been 
53 cases from Newark and 87 from other 
villages or cities. 

I do not include in the above a considerable 
number of patients with fixed somatic neu- 
roses who are firmly established in the se- 
curity of their symptoms and who have made 
the rounds of doctors for years and want 
“treatment for their nerves.” They have no 
understanding of psychiatry and to attempt 
to give them deeper psychotherapy would 
be not only futile, but possibly harmful. In 
a way, trying to take care of these patients 
seems useless, but on the other hand, if 
visiting the doctor weekly for a 15-minute 
chat about their symptoms means emotional 
comfort for these people, some good actually 
is accomplished. In a sense, this can be con- 
sidered a form of supportive therapy. I 
consider these patients part of my general 
practice, since every general practitioner has 
patients of this sort. 

The types of cases seen are probably no 
different from those seen by the average 
psychiatrist. As a matter of record, the 
following list enumerates the number and 
types of cases seen. 


Types No. 
Hysteria (conversion) ............... 24 
14 
9 
Involutional melancholia ............. 4 
Manic-depressive psychosis ........... 7 


Reactive depression 
Obsessive-compulsive reaction ........ 3 
Hypochondriasis 


Alcoholic deterioration .............. 2 
Schizoid personality ................ 2 
Postpartum depression .............. I 


Child adoption examination........... I 
Alcoholic hallucinosis 


I 
Marital incompatibility .............. I 
Psychosis with arteriosclerosis........ I 


Neurasthenia 


I gave no shock therapy until the last 
month. However, upon the actual pleading 
of several families who were most distressed 
at the thought of hospitalization, I obtained 
an electroshock unit and gave several patients 
shock therapy. All were manic-depressives, 
[ might add that several physicians, also, 
were in favor of my doing shock therapy, 
since otherwise they were forced to send 
their patients to state hospitals or to the 
more distant cities for treatment. 

The question of whether or not shock 
should be given in the office is debatable 
and this paper is not for that purpose. Sev- 
eral considerations against it are the possi- 
bility of an accident which would reflect 
unfavorably against the psychiatrist, and the 
occurrence of postshock confusional excite- 
ment which can be quite disturbing to others 
nearby. Prevention of hospitalization is a 
strong point in its favor. In rural practice 
it does appear justified in some cases, but 
I feel that it should be a hospital procedure 
in most instances. 

From the above report, it seems that there 
is a definite place in medical practice for 
rural psychiatrists. Though the hours are 
longer than in urban practice, I believe that 
it is a worth-while objective for coming psy- 
chiatrists. One can have the personal sat- 
isfaction that, in addition to a reasonable 
financial return, he is bringing psychiatric 
help to a group of people who otherwise 
would have to forego such therapy. But 
I wish to stress the fact that isolation from 
other psychiatrists is a detriment, as is the 
lack of hospital facilities. To overcome this, 
association with a psychiatric center, pref- 
erably a teaching center, is highly desirable, 
if not actually necessary. 
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REACTIONS OF CHILDREN TO A HIGHLY PUBLICIZED 
CRIME AGAINST A CHILD * 


SOPHIE SCHROEDER SLOMAN, M.D.,? Cuicaco, IL. 


On January 7, 1946, the regular radio 
broadcasts in Chicago were interrupted at 
breakfast time for a special news bulletin. 
This was a short news item stating that 
there had been a kidnaping. A 6-year-old 
girl, daughter of a family living in a middle- 
class residential section of Chicago, had been 
kidnaped from her bedroom sometime during 
the previous night. The kidnaper had left 
a ransom note demanding $20,000. 

Within 24 hours the child’s dismembered 
body had been located. In the 3 weeks sub- 
sequent to the crime, it formed the major 
part of the front page news in the Chicago 
newspapers, with innumerable pictures, dia- 
grams, and interviews with various people. 
There were many false rumors and much 
speculation. Radio broadcasts kept pace with 
the newspapers in broadcasting all details, 
and the crime furnished one of the major 
topics of conversation in all walks of life. 

We were not surprised about a week after 
the crime tc have a referral of a child who 
was reacting to the kidnaping. 

The case was a girl of 8 years, referred by her 
pediatrician. She could not sleep, would not go into 
her bedroom alone, insisted on sleeping with her 
parents, and would not stay home without them, 
even with her 16-year-old sister. The mother called 
up to ask for advice over the telephone but was 
persuaded to come in for an examination of the 
child. Mother said over the telephone that there 
had never been any previous difficulty with the 
child. 

A report obtained from the pediatrician stated 
that the child was underweight, a poor eater, and 
a year previously had had sleep disturbances for 
which she had been given phenobarbital. He de- 
scribed her as a “high strung” child. 

The history as given by the mother at the time 
of the examination corroborated the pediatrician’s 
statements. Additional information was obtained. 
This was the younger of 2 children, both girls. 
Mother told again of the acute symptoms and was 
annoyed at being tied down by this child’s need 
to be with her constantly. Past history revealed 


1 Read at the 104th annual meeting of The Amer- 
ican Psychiatric Association, Washington, D.C., 
May 17-20, 1948. 

2 Acting Superintendent, Institute for Juvenile 
Research. 


that this child had been a difficult feeding problem, 
vomiting until she was 2 years old. Mother finally 
cured her of this by threatening to feed the vomitus 
back to her. She still dawdles with her food and 
becomes nauseated easily. Patient was not a wanted 
child and her older sister is jealous of her and 
resentful because she has to take care of her while 
mother works. The older girl has nervous habits 
which mother feels are due to the difficult time the 
girl has had. It was then revealed that the parents 
had been separated a number of times, supposedly 
because the father was unable to support the family. 
One separation occurred during mother’s pregnancy 
with patient and the last one about 4 months before 
the referral. Father is now successful financially 
but parents still are incompatible. The children 
overhear all the parents’ disagreements because 
living quarters are crowded. 

The psychiatric interview with the patient dis- 
closed a child who was intelligent and gave an 
impression of sophistication. She expressed dislike 
for her sister, who bosses her around. She feels 
somewhat superior because her sister failed one 
subject in school and school is easy for her. Con- 
cerning her problem she says that she was fright- 
ened by all the horrible things they told about the 
crime. Since that time she has had bad dreams. 
One night she dreamed about a man getting into 
her room. Usually she dreams about shadows. She 
says that Suzanne’s parents heard her calling but 
neither of them went to look. Patient therefore 
figures that it was the parents’ fault that the child 
was killed. When she is frightened she goes into 
the parents’ bedroom and mother gives up her place 
and goes into patient’s bed. Mother has told her, 
however, that this is not fair. Father never says 
anything. 

Psychiatrist’s interview with mother disclosed 
that mother was disappointed in the sex of this 
child. She wanted a boy because her father died 
shortly before the birth of this child. In speaking 
of the sleep disturbance it is interesting that she 
makes a slip and says, “She sleeps with her hus- 
band—with my husband.” She also says that the 
girls have discussed the possibility of her getting 
a divorce and patient has said that she would go 
with daddy. 

It was felt that this mother should have some 
help and she was offered treatment interviews for 
herself and patient but kept only one appointment, 
for which she was 40 minutes late. She stated that 
everything was all right now, the girl was having 
no more difficulty, and therefore the case was 
closed. 

Ten days after the crime another girl aged 7 
was referred by her mother at the suggestion of a 
friend who had received help from the clinic. This 
referral stated that, ever since the murder, patient 
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would fight sleep desperately, being afraid of 
prowlers or kidnapers. She had nightmares and 
would wake during the night, wanting mother or 
daddy to sleep in her room. She insisted on keeping 
all doors and windows locked at all times. Child 
was described as being an emotional child who 
had always been inclined to worry. Mother also 
reported that the child masturbated, a habit which 
had started several months ago. 

History interview revealed the mother as a very 
tense woman who remained tense throughout the 
interview. She elaborated on the child’s nervous- 
ness and the impossibility of giving her any re- 
assurance, such as telling her that God would take 
care of her. Her response was, “Why did not He 
take care of Suzanne?” Mother said she herself had 
not discussed the kidnaping with the girl but that 
she had become upset after hearing the children at 
school discuss it. 

The girl’s history disclosed that she had been a 
feeding problem from the time of being taken off 
the bottle at 1 year till she was 2. During her 
first year she was a thumbsucker, a habit which 
mother cured by mechanical restraints, although it 
caused the child to cry a great deal and was de- 
scribed by the mother as nervewracking. She at 
present has friends among her schoolmates but also 
likes to be by herself and likes to read. She dis- 
likes fairy stories, saying that they are lies. 

The patient was born 3 years after the parents’ 
marriage and mother stated that she was pleased 
but father would rather have waited until they 
could better afford it. She described the girl and 
her father as now being devoted to each other. It 
is impossible for the parents to disagree over even 
the most trivial matter in the girl’s presence as she 
becomes very upset and begs them to stop. 

In psychiatric interview this child of average 
intelligence was friendly and cooperative. She was 
at first somewhat fearful of doctors, saying that 
mother had told her of an operation she herself had 
had and how she had not liked the doctor. She 
mentioned spontaneously that she wished her parents 
would show her more affection and that daddy 
would take her on his lap as he used to do. She 
talked a great deal about the kidnaping case which 
had upset her so much, saying it was all the fault 
of the parents that the child had died. They should 
have investigated when they heard noises. Parents 
punish her occasionally, especially when she calls 
them bad names. She knows she should not do this 
and does not want to but just cannot help it. 

During interview with the mother she told of 
her own nervousness. She indicated that the reason 
her husband did not want a child was that he had 
been spoiled by his family and wanted all her 
attention for himself. He is not working at the 
present time and this leads to many arguments, 
which are very disturbing to the child. She also 
feels the child has too much curiosity about sex, 
particularly in relation to the father. In arguments 
between the parents she always takes the father’s 
side. 

Mother was seen for 11 treatment interviews 
and therapist then left the agency. During these 


interviews much material concerning mother’s sex 
conflicts was brought out. She was able to improve 
her relationship with her husband and the girl 
improved symptomatically. Father, whose inability 
to get a job was apparently on the basis of an 
emotional depression, was referred to an adult clinic 
for treatment. 


At this point we began watching for re- 
ferrals of children whose anxiety had been 
aroused by the kidnaping and murder. We 
also watched for anxiety referable to this 
case in any children referred during this 
period. In only 4 cases seen in the next 6 
weeks was there any indication of demon- 
strable anxiety and there were no referrals 
as a specific result of the case. 


One of these 4 was a 6 years 8 months-old girl 
referred because she was having difficulty in her 
school adjustment. The referral had been made 
before this crime occurred but the examination 
took place a few days after the event. The child 
spontaneously told both the psychologist and psy- 
chiatrist of how fearful she had been since the 
kidnaping. The previous night she had dreamed 
that her brother was kidnaped. Material from the 
mother indicated a home situation in which there 
was much friction between parents, emphasis on 
the part of both parents for intellectual achieve- 
ment and pressure on this child whose intelligence 
was in the low average range. This child was an 
unwanted child, having been born while parents 
thought they were not yet financially able to have 
children and it was the impression of the examiner 
and the social worker that the child was rejected 
by both parents. Mother was offered treatment 
interviews. She came twice, then reported that child 
was having less difficulty in school, had apparently 
recovered from her fears and there seemed to be 
no need, according to the mother, to continue. The 
case was therefore closed. 

Another girl, 8 years 11 months old, was referred 
primarily for bedwetting. During the course of 
the examination, it developed that she had shown 
fear at night since the kidnaping. History obtained 
from mother disclosed that this was the younger 
of 2 children, there being a boy 3 years older. It 
seemed that he was the preferred child and mother 
said patient had been neglected for several years 
when they were worrying about the boy and his 
school difficulties. Mother also described extreme 
tension in the home between the parents. Interview 
with the child disclosed marked rivalry with the 
brother, who she feels is definitely preferred by the 
parents. Relationships with the parents are not 
good and apparently there is considerable fear in 
her attitude toward them. This case was taken on 
for treatment of mother and child and showed 
improvement. 

Two other girls examined during this time also 
showed marked reaction to the kidnaping. These 
were girls from 2 different children’s institutions 
who had been referred for evaluation prior to foster 
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home placement. Both had exceptionally bad back- 
grounds with numerous traumatic experiences and 
marked insecurity as a result of unstable parents. 
One, an 11-year-old, was the illegitimate child of a 
mother who had run away from her adoptive 
parents at an early age and had been in constant 
difficulty since. She showed marked ambivalence 
toward this child, changing her mind frequently 
about placing her for adoption. The other girl, 
a g-year-old, was the child of a father who was 
serving his fifth term in prison. Her mother was 
dead as a result, according to the child, of worry 
over the father who had moved his family around 
from state to state in a nomadic type of existence. 
Both these children in institutions expressed their 
anxieties in fantasies of someone coming into the 
institution to kidnap one of the children. 


The author became interested in the gen- 
eral reaction of the children in the com- 
munity to such a shocking crime which was 
being highly publicized. There has always 
been considerable discussion as to the effect 
on children of horror stories in the movies, 
on the radio, and in the comics. An attempt 
has been made to minimize the anxiety which 
these supposedly might arouse in children by 
pointing out to them that this is all make- 
believe. What, then, could we expect in the 
way of reactions to a story which could not 
be dismissed as make-believe but had to be 
accepted as a horror crime which was an 
accomplished fact? 

An attempt to determine this reaction was, 
therefore, undertaken by casual questioning 
of a number of children and also queries 
to school teachers as to whether they had 
noticed any special reactions. The result of 
both these investigations was the same. 
The children apparently were discussing the 
crime very freely among themselves and, 
in some instances, in their homes but were 
not particularly disturbed by its implications. 
This is all the more remarkable when one 
realized the amount of anxiety that was 
aroused in parents by this incident. Even 
in parts of the city far removed from the 
scene of the crime, parents were accom- 
panying their children to school, caution- 
ing them about talking to strangers, and 
not allowing them out after darkness began 
to fall. Another index to the anxiety of 
parents is in the referral of several mentally 
defective adolescent boys whose actions had 
never before aroused any feeling in the com- 
munity but whose parents were now put 


under pressure to do something about them 
so as to prevent any more horrible crimes. 

The disturbance in those cases which 
showed anxiety as a result of this crime is 
easy to understand. Without exception they 
were insecure children who had poor rela- 
tionships with their parents and could not 
trust them for protection. In one case at 
least, the child also used the symptom as an 
expression of her cedipal conflict. 

The factor which is more difficult to under- 
stand is the general lack of concern on the 
part of children, especially in view of the 
tremendous amount of sensational publicity, 
and the anxiety of adults in general. One 
can only speculate as to the reason for this. 
Undoubtedly some children were disturbed 
who did not show overt symptoms but ex- 
pressed this disturbance in other ways not 
recognized. This was possibly true in spite 
of the fact that overt expressions of anxiety 
would have been accepted by parents as 
normal. Others possibly had transient anx- 
iety. One teacher theorized that our children 
have developed a certain amount of immunity 
to horror stories and tales of violence as a 
result of their constant exposure to these 
stories by way of radio, comics, and movies. 

As an additional item, I might add that 
recently in Chicago we had another crime 
in which a 7-year-old child was killed by a 
12-year-old. This case did not achieve the 
publicity of the one we have been discussing 
but it has been featured in the newspapers 
and apparently has caused no particular re- 
action in the children of the community in- 
sofar as it has been possible to determine. 

In summary, it would seem that children 
who have any measure of security or satis- 
factory adjustment do not tend to identify 
with the victim of violence any more than do 
adults unless they are extremely disturbed. 

The facts brought out should carry some 
measure of reassurance, at least. That is 
that the sensational press, which apparently 
cannot be curbed, probably is not doing any 
special harm except in the cases of very in- 
secure children, where the effect may actually 
be a helpful one instrumental in getting 
psychiatric help for a child who is already 
basically disturbed. 


PSYCHIATRIC FACILITIES IN MONTREAL AND QUEBEC 
EMILE LEGRAND, M.D.’ ann GEORGE E. REED, M.D.,? Monrrear 


Eighteen eventful years have passed since 
the last meeting of The American Psychi- 
atric Association in Canada, at Toronto. 
Some of our members recall, with pleasure, 
the sessions held in Quebec City 27 years 
ago, but it is almost half a century (1902) 
since the Association, as a group, has visited 
Montreal. With this in mind the authors 
feel that some references to the historical 
development of psychiatry in this area, as 
well as a description of the present facilities, 
will be of interest to those who will attend 
the annual meeting in Montreal this year. 

Some of the leaders in our field who were 
members of our Association have passed on 
in recent years. We refer particularly to 
Dr. A. H. Desloges, formerly director of 
the Division of Hospitals for the Insane for 
Quebec Province, author of the Quebec 
Public Charities Act, and representing this 
province in the original organization of the 
Canadian National Committee of Mental 
Hygiene; to Dr. Francis E. Devlin, for 
many years superintendent of St.-Jean-de- 
Dieu Hospital; to Dr. Daniel Plouffe, the 
first superintendent of Bordeaux Hospital 
for the Criminal Insane ; to his assistant and 
successor, the late Dr. Antoine Barbeau ; and 
to Dr. W. T. B. Mitchell, director of the 
Mental Hygiene Institute of Montreal. 
These men will be missed by their many 
friends in the Association as they have been 
by their local confreres. 


HistoricaL Notes 


In the early days of French Canada we 
find that the care of the sick developed from 
the efforts of the religious leaders and the 
charitable support of the communities. The 
first name associated with improved care of 
psychiatric cases is that of “the noble Mer. 
de St. Vallier, second Bishop of Quebec who 
in founding the Hopital General of that 
city in 1692 and the Hotel Dieu of Trois- 
Riviéres, made provision for a few insane 
prisoners”(1). This development is not un- 


1 Professor of Psychiatry, University of Montreal. 
2 Assistant Professor of Psychiatry, McGill Uni- 
versity. 
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usual in the history of medicine nor was the 
psychiatric care, during the next 150 years, 
unique in Canada. However, we then see, 
in 1845, the beginning of a new pattern 
when the Government requested a leading 
physician of Quebec City, Dr. James Doug- 
las, to found a hospital for mental patients 
at Beauport in association with Doctors Fre- 
mont and Morrin(2). The reforms then 
widely advocated for mental hospitals were 
put into practice and maintained at Beauport. 

Dr. James Douglas had one surviving son, 
James Douglas of New York, whose life 
and work is of interest to medical and psy- 
chiatric historians in both United States 
and Canada(3). The head of an illustrious 
family and an eminent consultant mining 
engineer, he also had wide literary and 
philanthropic interests. The memory of his 
father’s work and his interest in psychiatry 
played an important part in the development 
of the Verdun Protestant Hospital in 
Montreal. 

In these historical notes we find the mental 
patients being cared for by religious or 
private organizations later supported by gov- 
ernment contracts and the development of 
the traditional “farming out system.” This 
practice was soon to be condemned and 
abandoned entirely in most countries. How- 
ever, in Quebec the advantages of private 
ownership or administration have been rec- 
ognized. Almost all the psychiatric services 
now in operation are under private adminis- 
tration with the important added feature of 
nonprofit operation under government super- 
vision and support. This preservation of the 
principle of private ownership and com- 
munity responsibility has proved valuable in 
developing psychiatric care in a province 
presenting special problems in health ad- 
ministration. Among these problems one 
might mention the fact that the population 
is divided not only into a few highly cen- 
tralized urban and a widely dispersed rural 
area but also into two large French and 
English speaking groups. It is of interest to 
note that the religious authorities in the com- 
munity are notified of all the patients from 
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their congregation who are committed to a 
hospital for mental disorder either before 
admission in the case of public patients or 
after admission as in the case of private 
patients. This has come about because the 
official church records of this province, ex- 
tending back as they do to the early history 
of Canada, were and are still one of the 
best local sources of vital statistics. 

The most characteristic and beneficial re- 
sult of this unique psychiatric development 
in Quebec Province can be seen in 3 fea- 
tures: first, the widespread affiliations be- 
tween the mental hospitals, clinics, and ser- 
vices with the universities; second, the ab- 
sence of the custodial care type of private 
sanitarium; third, the rarity of habeas cor- 
pus trials or criminal trials with insanity as 
a defense plea. The continued success of 
the system is of course dependent upon the 
interest of the community which should be 
kept informed of constructive progress and 
projects. 

The mental health services in the Mon- 
treal and Quebec City area are most easily 
divided into what we might call the mental 
health clinics, which include a minimum of 
inpatient care, and the mental hospital ser- 
vice, the latter with large inpatient accom- 
modation. 


MENTAL HEALTH CLINICS 


The Allan Memorial Institute of Psy- 
chiatry is located on the slopes of Mount 
Royal in central Montreal. It is adjacent to 
the Royal Victoria Hospital and McGill Uni- 
versity, serving both institutions as a modern 
centre for psychiatric research and teaching. 
The approach to these objectives is broad, 
extending from clinical and laboratory units 
for undergraduate study, through the post- 
graduate scale, to projects in public educa- 
tion and research. The teaching activities 
of the other psychiatric services affiliated to 
McGill University are coordinated by the 
director of the Institute (Dr. D. Ewen 
Cameron) as professor and head of the De- 
partment of Psychiatry. 

La Clinique de l’Aide a !Enfance is a 
recently organized unit to serve the needs 
of the Juvenile Court of Montreal at 5030 
St. Denis Street. Here in addition to case- 
work with parents and children from homes, 


there is accommodation for 25 juvenile cases 
of both sexes. The psychiatrist in charge 
(Dr. Alcide Pilon) after the sociological, 
psychological, and his own examinations 
supervises the therapeutic work. His reports 
and recommendations on each case are made 
directly to the judges. 

The Mental Hygiene Institute of Montreal 
is one of the oldest and largest community 
mental health centres in Canada. It was or- 
ganized after the first world war and since 
then has extended the scope of its work con- 
tinuously in the Montreal area. The director 
(Dr. Baruch Silverman) and his assistants 
through an active educational and clinical 
program further the aims of the organiza- 
tion: “To prevent by any or all means or 
methods and in any manner, the occurrence 
of mental disease and to aid in, assist and 
otherwise promote the amelioration of men- 
tal disease and generally promote mental 
health.” The Mental Hygiene Institute is 
one of the teaching units affiliated to McGill 
University, where it is located at 531 Pine 
Avenue West. 

Queen Mary Veterans is a general hospital 
of 800 beds. Originally the Montreal Mili- 
tary Hospital, it was transferred to the De- 
partment of Veterans Affairs and renamed 
in 1946. Ten percent of the beds are allotted 
to the neuropsychiatric service. This to- 
gether with an active outpatient clinic pro- 
vides treatment for nonpsychotic veterans. 
Psychotic cases requiring admission are re- 
ferred to St. Anne’s Veteran Hospital. The 
Queen Mary Clinic (Dr. Travis E. Dancey, 
psychiatrist-in-charge) is unique in that it 
is affiliated in the teaching of psychiatry with 
both the University of Montreal and McGill 
University, thus providing clinics in both 
French and English to the mutual benefit of 
students and teachers. 

The Montreal General Hospital, located 
centrally at 66 Dorchester East, established 
in 1946 a department of psychiatry as a func- 
tional unit. Previous to this, psychiatric 
cases and consultations were referred to the 
long-established neurological clinic. At pres- 
ent there are six psychiatrists in the Outdoor 
Clinic and a consulting service for inpatients 

(Dr. Albert E. Moll, psychiatrist-in-charge). 
The department facilitates in the disposal of 
routine problems and is developing an in- 
creased interest in psychosomatic cases. The 
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latter type of cases are selected for continued Hopital St-Jean-de-Dieu (Dr. Omer 
treatment and teaching. Bed accommoda- Noel, medical superintendent) provides 


tion is planned for case types requiring short- 
term hospitalization. The Montreal General 
Hospital, including its new psychiatric de- 
partment, is one of the teaching hospitals 
affiliated with McGill University. 

The Sanatorium Prevost, founded in 1919 
by Dr. Albert Prevost, is located on a tract of 
ground beside the Back River, 10 miles from 
the centre of Montreal. The aims of this 
institution were to provide treatment to 
neurotic and mildly psychotic patients. Its 
former capacity of 35 beds has been in- 
creased lately to 100 beds by the addition of 
a new pavilion. Under the direction of certi- 
fied psychiatric nurses, the Sanatorium ad- 
mits patients who may be treated by their 
own psychiatrist. It has its laboratory and 
will soon be provided with an x-ray ap- 
paratus and occupational therapy depart- 
ment. 


MENTAL HospPITAL SERVICES 


St. Anne’s Veterans Hospital is located 
25 miles from the centre of Montreal at 
St. Anne de Bellevue, the site made famous 
by Sir Thomas Moore in his “Canadian 
Boating Song.” Here, at the end of World 
War I, the Dominion Government leased a 
tract of land from McGill University ad- 
jacent to MacDonald College and built St. 
Anne’s Hospital, which has served at times 
for both the active militia and veterans, as 
a general hospital. During and between wars 
psychiatric wards have been maintained. In 
1945 the modern 350-bed psychiatric unit 
was constructed. This provides accommoda- 
tion for psychiatric and other long-term 
cases as well as psychiatric service to the 
other divisions of the hospital (Dr. R. C. 
Hamilton, psychiatrist-in-charge). 

Bordeaux Hospital For The Criminal In- 
sane was organized and founded in 1927 in 
the modern Bordeaux Jail that was com- 
pleted that year. Dr. Daniel Plouffe was 
the first medical superintendent. The hos- 
pital has a capacity of 730 beds for adult 
men who have been arrested and found to be 
suffering from mental disorder, including 
those who are accused of capital crimes. The 
medical superintendent (Dr. Emile Legrand) 
acts as a consultant in psychiatry for the 
city and provincial courts. 


treatment to public, private, and semi-private 
mental patients of all ages coming from the 
district of Montreal and areas as far north 
as Temiskaming and Abitibi. Its capacity is 
6,300 beds. A few months from now, all 
feeble-minded patients will be transferred 
to a new institution, of 1,000-bed capacity, 
now being built. St-Jean-de-Dieu Hospital 
is owned and operated by the sisters of 
Providence, who administer it with the fi- 
nancial help of the Provincial government 
based on the number of patients. It is a 
teaching psychiatric hospital affiliated with 
the University of Montreal. Social workers 
are also trained there. All senior psychia- 
trists of this institution are certified by the 
Royal College of Physicians and Surgeons 
of Canada. Though the present hospital 
dates from 1892, its origins are much older. 
From 1845, the Foundress of the Order of 
the sisters of Providence provided care for 
a few mental patients. About 1850, the 
house that sheltered these patients was 
named St-Jean-de-Dieu in memory of that 
saint who had once been committed as in- 
sane and later on, in Madrid, founded 2 
hospitals for mental patients. About 1873, 
what was to become St-Jean-de-Dieu Hos- 
pital was being built, with Mount Hope 
Hospital of Baltimore as a pattern. Its first 
medical superintendent was Dr. H. Howard, 
in 1886. In 1912, St-Jean-de-Dieu Hospital 
opened its school for nurses. In 1938, its 
medico-pedagogic school for training teach- 
ers for feeble-minded children was organ- 
ized. This hospital also has a school of 
medical technology which is affiliated with 
the Great Falls (U.S.A.) College and with 
the University of Montreal. 

The Verdun Protestant Hospital (Dr. 
George E. Reed, medical superintendent) is 
an incorporated charitable institution of 
1,200-bed capacity providing for the admis- 
sion and treatment of both public, semi- 
private, and private patients of the adult 
psychotic type. Founded over 60 years ago 
the hospital is located on a tract of ground 
on the riverside within the city at 6875 
LaSalle Blvd. The first medical superin- 
tendent of this hospital was Dr. Thomas 
J. W. Burgess, a past president of The 
American Psychiatric Association, co-author 
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of one of its major publications(4) as well 
as godson and pupil of that eminent psy- 
chiatrist, Dr. Joseph Workman of Ontario. 
Dr. C. A. Porteous, the second medical 
superintendent, who has recently retired 
after 40 years of distinguished service, is 
well known to many of the senior members 
of our Association. The private patients 
division of the hospital operates as a diag- 
nosis and treatment centre with a consider- 
able number of cases referred from distant 
points. Throughout its history the Verdun 
Protestant Hospital has been a teaching hos- 
pital affiliated with McGill University. 
Hopital St-Michel-Archange (Dr. Lucien 
La Rue, medical superintendent) is located 
in Quebec City. This hospital gives ac- 
commodation to patients of Quebec district 
from Gaspé to Lake St. John. Its approxi- 
mate capacity is 4,800 beds. It was founded 
about 1845 by Drs. James Douglas, Joseph 
Morrin, and Charles Fremont with the as- 
sistance of Lord Metcalfe, who was then the 
Governor General of Canada, to admit men- 
tal patients, residents of Lower Canada. 
About 1866, Dr. J. Douglas, known as “the 
grand old man of Quebec of his generation,” 
a pioneer in the psychiatric field, sold his 
shares to Dr. Landry and Dr. F. E. Roy. 
About 1885, the medical administration of 


the hospital was taken by the government 
and Dr. Arthur Vallee became its first 
medical superintendent. In 1893, St-Michel- 
Archange Hospital was bought by “Les 
Soeurs de la Charité” of Quebec for 
$425,000. Its population was 1,000 patients. 
In 1899, it became a teaching psychiatric 
hospital affiliated with Laval University. In 
1926, the Roy-Rousseau Clinic and St- 
Michel-Archange Hospital joined together. 
This clinic has a capacity of 290 beds; it is 
a neuropsychiatric institution with an out- 
patient department. It has a medical library 
of about 3,000 books. In 1928, La Jem- 
merais School was inaugurated. It has a 
capacity of 760 beds for feeble-minded 
children. In 1931, Pavillon Dufrost for old 
people was opened. Its capacity is 660 beds. 
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PRESIDENT'S PAGE 


The remarks by our Medical Director, 
Dr. Daniel Blain, on May 18, 1948, at the 
meeting of our Association in Washington 
have a very special significance in the cur- 
rent scene, so much so that I wish to bring 
them to the attention of all the membership. 

“Mr. President and Fellow Members of 
The American Psychiatric Association: | am 
grateful to the President for allowing me 
a few minutes on the program to express 
my appreciation of the honor conferred on 
me on my selection to the post of Medical 
Director. In assuming this position, | fully 
realize the implication and the responsibil- 
ities associated with becoming the first in- 
cumbent of a newly created position for 
which there are no precedents, very little in 
the way of guiding principles, a position 
which is obviously pregnant with possi- 
bilities. 

“Your president has outlined yesterday 
the growth of interest in mental health and 
needs of large segments of the population 
for psychiatric help, as well as the increasing 
knowledge and broadening of the science of 
mental health on the part of the medical 
profession. The growth of our Association 
in its 104 years has taken it out of the ‘Town 
Meeting Class of Organization,’ to quote 
from Dr. Overholser’s remarks. The first 
step in the direction of expansion was the 
creation of the office of the Executive As- 
sistant in New York in 1935. Our first in- 
cumbent of that office, Mr. Austin Davies, 
has given great service to the Association, 
his activities naturally being chiefly in the 
management of our offices but assisting in 
all manner of ways, with the capable help 
of Miss Rubenstein and three secretaries. 
The very intricate details of setting up our 
annual meetings and the uniform success of 
these arrangements are a fitting example of 
Mr. Davies’ usefulness to the organization. 

“T am told the position of a medical ad- 
ministrator, called by various names, was 
spoken of at least 10 years ago, and the idea 
has been developing steadily since that time. 
The war delayed expansion in this direction 
and the actual authorization of the position 
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by the Council when the extra cost was pro- 
vided for by the raise in annual dues. 

“This position is not the result of hasty 
or ill-considered judgment, yet when Dr, 
Overholser asked me to become Medical Di- 
rector he did not state clearly the duties, 
obligations, or demands which would be part 
and parcel of the job. I take it as a matter 
of confidence in me that such a responsible 
post should be filled with only that remark, 
‘develop your own ideas and make of the 
job what you want.’ 

“There remains then for all of us to de- 
velop by a process of trial and error, or 
much better by trial and success, the func- 
tions which should belong to this job of 
Medical Director. 

“T have been asked why I gave up a posi- 
tion with the Veterans Administration to fill 
such a vague, unproved, uncertain, and to 
some degree unpredictable position. My fi- 
nancial income is slightly lessened, I have 
resigned my position as Director of the De- 
partment of Psychiatry at Georgetown Uni- 
versity School of Medicine, and am no 
longer Chief of the Neuropsychiatry Divi- 
sion of the Veterans Administration. I have 
also lost my vote because it was only my 
Federal employment that extended me citi- 
zenship in the State of Connecticut which 
I enjoyed before the war. 

“T feel deeply complimented at being se- 
lected for the post. To me this is an even 
bigger challenge than the VA program for, 
though the VA is the largest unit of psy- 
chiatric endeavor in this country, it is only 
one of many, and furthermore needs to be 
coordinated ever increasingly with other ef- 
forts throughout the country toward mental 
health, and the VA program needs continu- 
ous backing in its efforts to maintain high 
standards, obtain sufficient funds for carry- 
ing on, and for its fights to remove obstacles 
which continually come up in its path. No 
greater source of strength can be imagined 
than a strong unified and informed APA to 
work with the Chief Medical Director and 
the Division of Neuropsychiatry. The NP 
Division was well organized and had a com- 
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petent staff. And there is available as re- 
placement in my old job Dr. Harvey Tomp- 
kins who is demonstrating already that he 
can more than fill my shoes. To you 1,000 
or more members of the APA who are 
connected with the VA in one way or an- 
other, I assure you the organization is going 
steadily forward under the capable direction 
of Dr. Paul Magnuson, Chief Medical Di- 
rector, and Dr. Tompkins. Some of the 
same problems continue and must be brought 
out. I believe as a consultant in working 
through the APA I can be of greater use 
to psychiatry in the VA than if I had re- 
mained inside the VA. At this time I wish 
publicly to thank those members of the APA 
who have given their time and energy, either 
full or part time, as consultants, or fee-basis 
practitioners, to help raise the level of treat- 
ment provided for veterans, and I bespeak 
for my successor in the VA your continued 
support. It is important to the future of 
mental health efforts in this country to see 
if that program, which has only succeeded 
because it has been thrown squarely on the 
capable shoulders of the profession and med- 
ical schools, can maintain a consistently high 
level of performance, or will succumb to the 
downward pull of gravity. I believe the his- 
tory of that organization and its ups and 
downs must be related in some fashion, not 
yet clear, to the ups and downs of state 
institutions. It should be related, for human 
beings are responsible for both Federal and 
state systems. I believe some basic research 
should be done on the facts associated with 
obstacles and resistances to efforts of main- 
taining high standards. 

“I hope to expand the services of Mr. 
Davies, on the business side, with attention 
to professional matters. As stated in my 
report to the Council, I take it as my duty 
to aid in carrying out the desires of the 
President and Council to assist, coordinate, 
and stimulate the work of various commit- 
tees, to render service to the members and, 
where special needs are brought to my atten- 
tion, to mobilize all resources of the Associa- 
tion in the direction of action to the end of 
affording relief to the emergency. 

“T would like to work toward a unified 
organization, doing what I can to harmonize 
conflicting elements and smooth out mis- 


understandings, in order to present a united 
front in our efforts to improve the mental 
health of this country and the world, and 
to bring to every member of the Association 
a feeling that, in all important matters, he 
has the backing of his colleagues and is not 
working alone, no matter how dull, dis- 
couraging, or difficult his job may be. 

“T would like to aid in bringing our As- 
sociation into a close relationship to all other 
professions and groups of people working 
in the field of human relations, and maintain 
the leadership which is rightfully ours. Of 
particular interest to me is a renewal of the 
bond of close union with medicine as a 
whole, which many of us gave up after 
working together in medical school, and par- 
ticularly to develop a closer bond with the 
American College of Surgeons, the Amer- 
ican College of Physicians, the Academy of 
Pediatrics, and other specialty groups, and 
to pattern our efforts in this direction, when 
they have been successful. I would like to 
see members of this Association participate 
to a greater degree in county and state med- 
ical societies and obtain more influence in 
the American Medical Association. 

“We all have our concepts of what con- 
stitutes strength in a growing organization. 
Whatever these factors may be, this office 
should work in that direction. We should 
endeavor to carry on the successful tradi- 
tions of the past and add whatever new 
ingredients are necessary to be mixed with 
the old, in the right proportions to give us 
strength and solidarity. I hope that the 
members will express themselves, from time 
to time, about these factors that make for 
strength and those that make for weakness, 
so that our efforts may be exerted in the 
right direction. 

“Tt has been a good thing, to start on a 
half-time basis. With no preconceived no- 
tions and no directives, we have tried to do, 
as the song goes, ‘What Comes Naturally.’ 
Requests for various types of service from 
members or interested segments of the pub- 
lic have come in. I have appeared before 
one state legislature and twice before the 
Congress on hearings, have kept a close 
ear to goings on in the health activities of 
the nation, and have appeared at some 19 
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meetings, large and small. Correspondence 
increases daily. In 3 weeks 246 communica- 
tions came in. They varied from a photo- 
graph of the prize milk-producing Holstein 
cow, Flora Belle, the pride of Washington’s 
Western State Hospital, to a letter from a 
superintendent of an eastern hospital reveal- 
ing a desperate need for more doctors. 

“The greatest needs, as demonstrated so 
far, are for an information service and a 
Newsletter, more secretarial help and spe- 
cial aid to several of the committees. The 
budget will allow for a start in these di- 
rections in the Fall of the year. I will be 
an organ of communication myself and hope 
to visit every part of the country. 

“Tt is not a foregone conclusion that I 
shall be an. unqualified success as your Med- 
ical Director. I have been warned that I 
cannot please all the members, certainly not 
all the members all the time. I shall try for 
a high mark in effort and cooperation, but 
I know that this will not be enough—realism 
in a real world demands real results and 
delivery of goods in return for money paid. 
I shall ask for a Gallup Poll before long to 


find out what you think. I did this once— 
asked all the members of my staff to rate 
my performance just as I was required to 
give them a proficiency rating at regular 
intervals; it was done anonymously and 
some of the opinions expressed produced 
in me a very sobering effect. And I still 
don’t know who said them. 

“So the sails must be trimmed to suit the 
wind and the job tailored to fit the pattern. 
The details of the pattern must gradually be 
revealed. Ideas must be communicated. 
Imagination is called for, responses sought 
for—multiple responses of a continuous 
variety. 

“In preparing these remarks, a phrase 
suggested itself which I pass on to you. I 
refer to ‘multiple murmurs of imaginative 
members.’ I should be very pleased to hear 
a healthy rumble—plenty of talk for the 
good of the Association. To arouse such a 
response might well be an early objective.” 

Such.was Dan Blain’s vision a year ago 
as he began his job. And he has followed 
through in a magnificent manner. 

C, Mennincer, M. D. 
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ADMINISTRATIVE PSYCHIATRY 


American psychiatry was born in the great 
public mental hospitals. The founders of 
the organization that has grown to be 
The American Psychiatric Association—the 
Original Thirteen—were superintendents of 
state hospitals. These men had to deal first 
and foremost with hospital planning and the 
organization of the various institutional 
services. In our discussions the phrase “care 
and treatment” frequently recurs. Suitable 
care has first to be provided; only then can 
treatment hopefully be instituted. 

It is but comparatively recently that psy- 
chiatry has emerged from hospital walls into 
an ever-expanding field. It was well that it 
should do so provided it does not wander 
too far. But we should remind ourselves of 
our beginnings, nor lose sight of the fact that 
the paramount psychiatric problem today, 
just as one hundred years ago, is the problem 
of the hospital patient. 

With the advances of recent years in all 
the medical sciences it was not unnatural that 
in psychiatry administrative topics should 
tend to give place to those of more strictly 


clinical, laboratory or experimental interest. 
It is therefore particularly timely that we have 
in this issue of the JOURNAL the forthright 
paper by Dr. Russell laying renewed em- 
phasis on the fact that administrative psy- 
chiatry is essential and basic to any satis- 
factory treatment and rehabilitation program 
and an integral part thereof. 

Contributions dealing with hospital ad- 
ministration have always been welcome to 
the pages of the JourNAL; but of late they 
have not been numerous. There should be 
more of them. The field will only be ade- 
quately covered however with the setting up 
within the Association of a Section on Ad- 
ministrative Psychiatry. This proposal has 
been made from time to time and we believe 
the constitution of such a section should 
not be longer delayed. The Section on Ad- 
ministrative Psychiatry would regularly pre- 
sent its program at the annual meetings and 
in consequence more significant papers on 
the fundamental features of our discipline 
would find their way into print. Psychiatry 
as a whole would profit thereby. 


WORLD FEDERATION FOR MENTAL HEALTH 


On January 4-9, 1949, the Executive 
Board of the World Federation for Mental 
Health met in Amsterdam to carry out ad- 
ministrative activities held over from the 
London meeting and to make initial plans 
for program. Sixteen new members were 
admitted from North America, including the 
American Psychiatric Association, and 12 
new countries were added to the 21 admitted 
at the time of the organization. All of these 
become founder members. 

The next meeting will be held in conjunc- 
tion with the Mental Health Assembly in 
Geneva in August 1949. Prior to this meet- 
ing the members in the various countries 
will assemble to authorize the delegation 
from each country. 

Meeting with the Executive Board and 


sometimes separately from it was the Ad- 
visory Interprofessional Committee on which 
the representative from the United States 
was Dr. Harry Stack Sullivan. This Com- 
mittee concerns itself largely with planning 
of program and the making of recommenda- 
tions to the Executive Board. In attendance 
also were representatives of the World 
Health Organization (Dr. Ronald Har- 
greaves) and UNESCO (Dr. Otto Kline- 
berg). A fuller report of program will be 
given later. 

The main concern at this meeting was the 
establishment in the United States and other 
countries of training centers to which the 
personnel to be assigned to various projects 
outside the psychiatric sphere, e.g., malarial 
control, might be sent for special training 
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by a multiprofessional faculty in order to 
deal with the human aspects of their work. 
The same objective was also envisioned in 
the attempt to develop a traveling faculty 
which could move into areas where such 
staffs are functioning. 

Dr. Sullivan and Dr. Stevenson subse- 
quently visited Frankfort, Germany, where 
the Military Government is interested in 
similar provisions. There will be some de- 
lay in the formulation of these programs 
since considerable dependence had _ been 


placed upon Dr. Sullivan to write them up 
subsequent to the meeting. Dr. Sullivan 
went directly to Paris from Frankfort and 
while there suffered a fatal heart attack. 
In addition to the above plans for both 
stationary and traveling institutes, plans were 
laid for a concentrated experiment in one 
area of strategic importance wherein the 
efforts of psychiatrists and social scientists 
might be employed to reduce psychological 
factors conducive to international hostility. 
GeorcE S. STEVENSON, M. D. 


PREFRONTAL LOBOTOMY AS A THERAPEUTIC PROCEDURE | 


Prefrontal lobotomy is being used as a 
therapeutic agent in a variety of psychiatric 
and some nonpsychiatric illnesses. In prac- 
tice it is considered a heroic treatment and, 
in many instances, is suggested after other 
methods, especially the various kinds of 
shock treatment, have failed. Lobotomy is 
often done on patients whose prognosis is 
hopeless ; and even though the possibility of 
lasting defects exists, the treatment is used 
for whatever improvement it may bring. 
The earnest zeal for helping even the most 
unfortunate patient often determines the 
need for the operation and the satisfaction 
in helping even one sick patient is a witness 
to the urgent therapeutic desire of many a 
psychiatrist. 

Yet this zeal often obscures the critical 
evaluation of lobotomy as a treatment, and 
may tend to make the psychiatrist gloss over 
the failures and the defect states which re- 
sult in some patients. In addition, the diffi- 
culty of being able to predict the location 
and extent of the operative lesion, the effect 
of preliminary shock treatment, the greater 
interest and general psychiatric care given 
to lobotomized patients makes it most diffi- 
cult to evaluate the operation. Further, the 
defects may be such that they only become 
evident when the patient returns to his 
previous social and work situation. 

Psychiatrists are in agreement that the 
operation should not be used indiscriminately 
and studies on the indications for the treat- 
ment are in progress. Further, it is becom- 
ing evident that considerable research is 
needed before validity can be attached to 


lobotomy as an effective therapeutic agent. 
When compared with the spontaneous im- 
provement rate in some types of psychoses, 
the results are not too impressive, and the 
possibility of defect states after treatment 
merits most careful consideration before 
lobotomy is undertaken. 

Carefully controlled studies are needed if 
we are to assess lobotomy as a treatment. 
Patients must be selected and matched with 
controls (nonlobotomized patients) as to 
type, duration, and stability of the illness 
and for the therapeutic motivation of the 
patient and the family. The controls should 
receive the same preoperative and_post- 
operative care and solicitude as the patients 
with lobotomy. The controls ideally and 
wherever possible should be given the same 
anesthetic, a burr hole, and have the dura 
cut. Both groups should be studied clinically 
with special emphasis on the developmental 
history; the dynamic formulation; person- 
ality adjustments before the onset of the 
illness, during the course of the illness, and 
after the operation. These should be com- 
plemented by a series of psychological, 
physiological (including EEG), behavior, 
and personality examinations at predeter- 
mined intervals before and after the treat- 
ment. Follow-up studies on the patient’s 
adjustment at home, in the social and the 
work situation are necessary. The physicians 
using lobotomy as a treatment can add some 
information even though they are unable to 
do controlled studies. Further follow-up and 
evaluation of patients who have already been 
operated on would be fruitful. The results 
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might be evaluated by a commission of com- 
petent psychiatrists. A carefully controlled 
study of a small percentage of the patients 
with lobotomy might give answers to the 


value of the treatment and might tell us in 
what type of patient the operation 1s worth 


trying even 


as a heroic measure. 
Jacos E. FINESINGER, M.D. 
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NEWS AND NOTES 


Pavtov CENTENARY.—The 1ooth anni- 
versary of the birth of Ivan Pavlov will be 
celebrated in 1949 in Leningrad. The family 
residence of Pavlov in that city will be con- 
verted into a Pavlov museum, where the 
anniversary events will take place. The pro- 
gram is being organized by the [Leningrad 
Physiological Society. 


ProFEssor ALEXANDER Forbes HONORED. 
—A testimonial meeting in honor of Prof. 
Forbes was held at the Harvard Medical 
School, Boston, Mass., under the auspices 
of the Eastern Association of Electroen- 
cephalographers Feb. 19 and 20, 1949. The 
first paper on the program, “Twenty 
Years of Neurophysiology with Alexander 
Forbes,” was given by Hallowell Davis, and 
the program was well filled by contributions 
representing various aspects of neurophysi- 
ology and electrophysiology. 

At the dinner with Dr. Forbes as guest 
of honor, Dr. Stanley Cobb presided and the 
speakers were Dr. Richard H. Miller, Prof. 
Norbert Wiener, and Prof. Forbes. 


BrooKLtyn Psycuratric Socirety.— This 
newly organized society representing some 
120 or more specialists in the Kings County 
area held its first public meeting Jan. 20, 
1949 at the Hotel Margaret, Brooklyn. 

Dr. Sam Parker, director of psychiatry, 
Kings County Hospital, is the provisional 
president and Dr. Morton Hand is provi- 
sional secretary-treasurer. At the January 
meeting a committee was appointed to draft 
constitution and by-laws for consideration 
at the next meeting of the Society. 


AMERICAN PsyCHOSOMATIC SOCIETY.— 
The sixth annual meeting of this Society 
will be held at Chalfonte-Haddon Hall, At- 
lantic City, April 30 and May 1, 1949. Four 
scientific sections have been planned. There 
is a registration fee of $5 for nonmembers 
and a fee of $1 for students, interns, resi- 
dents, and others holding full-time academic 
positions. 

For information address the secretary, Dr. 
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Sidney G. Margolin, 714 Madison Ave., 
New York 21. 


CARNEGIE GRANT TO NORTHWESTERN 
UNIversity.—A grant of $13,500 has re- 
cently been authorized by the Carnegie Cor- 
poration to Northwestern University to fa- 
cilitate development of a joint course in the 
fields of anthropology, psychology, and so- 
ciology. This one-year course, “An Intro- 
duction to the Sciences of Human Behavior,” 
under the joint direction of the three de- 
partments concerned is designed to coordi- 
nate the essential concepts normally pre- 
sented separately in the three fields. In- 
formation may be obtained from Prof. 
Kimball Young, Department of Sociology, 
Northwestern University, Evanston, Il. 


AMERICAN SOCIETY OF ELECTROEN- 
CEPHALOGRAPHY.—The annual meeting of 
1949 will be held June 11 and 12 at the 
Chalfonte-Haddon Hall Hotel, Atlantic City. 
During the second day the American League 
Against Epilepsy will be in session at the 
same hotel and at the morning session will 
meet jointly with the electroencephalog- 
raphers. 

Dr. John A. Abbott, Massachusetts Gen- 
eral Hospital, Boston 14, is in charge of 
arrangements. 

The American Medical Association meets 
in Atlantic City June 6-10 and the American 
Neurological Association June 13-15, 1949. 


BIoLocicAL AsBsTRAcTs.—Current  re- 
search findings in the field of biology are 
assembled from the world’s scientific litera- 
ture (more than 3,000 journals) and ab- 
stracted in this nonprofit, cooperative under- 
taking published by biologists. A sectional 
edition has been established specially for 
those who are in need of a current survey 
of the scientific literature on the biology of 
man. Section H, Abstracts of Human Biol- 
ogy, makes brief, informative abridgments 
of this literature available to biologists, edu- 
cators, sociologists, psychologists, child 
counselors, welfare workers, and others. 
The price is $6.50 a year (foreign, $7.00). 
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For further information write to the Busi- 
ness Manager, Biological Abstracts, Uni- 
versity of Pennsylvania, 3613 Locust St., 
Philadelphia 4, Penna. 


WESTERN STATE PsyCHIATRIC INSTITUTE. 
—This Institute held its fourth annual Co- 
ordinating Conference in Pittsburgh, March 
31 and April 1, 1949. The theme of this 
year’s Conference was “Progress and Im- 
plications in Psychiatric Research.” The 
program included prominent speakers from 
6 widely separated states. Dr. George S. 
Stevenson was guest speaker at the dinner 
meeting ; his subject was “The Citizen and 
the Community in the Advancement of Men- 
tal Health.” The Institute was attended by 
psychiatrists, nurses, social workers, and 
others professionally interested. 


Dr. Knupson Heaps VA REHABILITA- 
TION Driviston.—Dr. A. B. C. Knudson, 
Washington, D. C., was recently appointed 
chief of the physical medicine rehabilitation 
division of the Veterans Administration de- 
partment of medicine and surgery. Dr. 
Knudson is a graduate of the University of 
Minnesota Medical School; he later took 
postgraduate work in physical medicine at 
the Mayo Clinic and the Massachusetts Insti- 
tute of Technology. He is a Fellow of the 
American College of Physicians and of the 
American Psychiatric Association. 


Dr. CuTHBERT H. RoGerson Dires.—The 
Sisters of Charity of St. Vincent de Paul 
and the Medical Advisory Board of the 
Seton Institute, Baltimore, Md., announce 
with deepest regret the death of the first 
medical director of the Seton Institute, Dr. 
Cuthbert H. Rogerson, on Feb. 10, 1949, 
after an illness of approximately a year’s 
duration. Called to this post from the di- 
rectorship of the Cassel Hospital in England 
in 1946, he had done an outstanding job in 
the reorganization of the Seton Institute into 
an active treatment psychiatric hospital. He 
is survived by his wife and two children, 
aged four and seven. 

During the late stages of his illness, his 
work at the hospital was taken over by Dr. 
David Ross, who had trained under Dr. 
Rogerson at the Cassel Hospital and who 


came to the Seton Institute from the De- 
partmental Psychiatric Hospital of Argyll, 
Scotland. Dr. Ross will continue as medical 
director of Seton Institute. 


Dr. BerMAN DrREcTts WILLOWBROOK 
(N. Y.) State appointment 
of Dr. Harold H. Berman as director of 
Willowbrook State School has recently been 
announced by Dr. Frederick MacCurdy, 
New York State Commissioner of Mental 
Hygiene. This school, the newest New York 
state institution for mental defectives, is 
located on Staten Island. It was completed 
in 1941 and until 1947 was used as an army 
hospital. Half of the buildings have now 
been reconverted to their original purpose. 
Dr. Berman has been in the New York state 
service since 1926 on the staff of the St. 
Lawrence State Hospital and is a veteran 
of World War II. 


Doctor AND PsyCHIATRY 50 YEARS 
Aco.—At the annual meeting of the Medical 
Society of New Jersey in April 1899 Dr. J. 
Leonard Corning of New York City read a 
paper titled, “Methodology of the Diagnosis 
of Insanity.” Dr. Henry A. Davidson, the 
present editor of the Journal of the Medical 
Society of New Jersey, came across this 
paper in preparing the “Fifty Years Ago” 
column for that journal and submits the fol- 
lowing entertaining extract from Dr. Corn- 
ing’s paper, which appears in the 1899 
Transactions of the Medical Society of New 
Jersey, page 171. 

“It is, I fear, undeniable that the study of 
psychology, both normal and morbid, is re- 
garded with misgiving, nay even with aver- 
sion, by a large proportion of the medical 
profession. . . . I cannot share the view of 
Clouston that psychiatry should be taught in 
medical school. The intellectual development 
of the average medical student is not equal 
to grappling with abstract problems with the 
ardor and insight that come with later years 
For him, the concrete is all. Hence his en- 
thusiasm for things surgical. With the com- 
ing up of postgraduate wisdom, and the re- 
sponsibilities of practice, however, there 
arise both appreciation and opportunity. And 
then it is, that a little well directed study 
will help amazingly.” 
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ARKANSAS VA NEuROPSYCHIATRIC MEEt- 
1ING.—The Veterans Administration Hospital 
at North Little Rock, Arkansas, sponsored 
a neuropsychiatric meeting at that hospital 
on Feb. 28 and March 1, 1949. The meeting 
consisted of lectures, seminars, and demon- 
strations by outstanding guest lecturers, and 
covered many aspects of the field of neuro- 
psychiatry. Guest speaker at the dinner 
meeting was Dr. Harvey J. Tompkins, chief 
of the neuropsychiatric division of the Cen- 
tral Office of the Veterans Administration. 
The meeting was attended by physicians and 
neuropsychiatrists from the south and central 
states. 


FELLOWSHIPS IN CHILD GUIDANCE 
Ciinic Psycur1atry.—The American As- 
sociation of Psychiatric Clinics for Children 
has available fellowships for training in 
child guidance clinic psychiatry, which are 
financed by the U.S.P.H.S. or by local funds. 
A few communities are offering to finance 
the training of psychiatrists who will engage 
to work for them for a given period follow- 
ing their training on a contractual basis. The 
training is for positions in community clinics 
where psychiatrists, psychologists, social 
workers, and others collaborate in the treat- 
ment of children suffering from emotional 
illness. 

Prerequisites for the fellowships are 
graduation from an approved medical school, 
a general internship, and two years of ap- 


proved general psychiatry, in addition to 
personal qualifications. 

For further information address Dr. A. Z, 
Barhash, American Association of Psychi- 
atric Clinics for Children, 1790 Broadway, 
N. Y. 19, N. Y. 


Nazi DisposaAL OF MENTAL PATIENTS.— 
Through Médecine et Hygiene (Geneva) we 
learn of the conviction and sentencing by 
the court in Freiburg in Breisgau of two 
German psychiatrists, Drs. Sprauer and 
Schreck, to life imprisonment for “crimes 
against humanity, assassination, and col- 
laboration in assassination.” 

Patients from the psychiatric clinics of 
Baden were transferred to the Castle of 
Grafeneck, where a gas chamber had been 
improvised and a cremation furnace set up 
in the court. In groups of 75, about 3,000 
mental patients were “liquidated” during 
1940. Relatives received notice of death 
from pulmonary congestion and were in- 
formed that the bodies had been cremated to 
prevent contagion. Protest by ecclesiastical 
authorities eventually put a stop to the prac- 
tice. Abortive attempts were made in 1941 
to revive the liquidation procedure in the 
case of defective children, but only 12 chil- 
dren are reported to have been destroyed by 
means of hypodermic injections, which were 
administered in 3 cases by Dr. Schreck 
(ominous name). 


REPORT OF THE NOMINATING COMMITTEE 


For President-Elect, the Nominating Committee is unanimous in proposing Dr. John 
C. Whitehorn of Maryland; for Secretary, Dr. Leo H. Bartemeier; for Treasurer, Dr. 


Howard Potter; for Auditor, Dr. Coyt Ham. 


For three Councillors to be elected, the Committee proposes the following: Dr. Hervey 
M. Cleckley, Dr. Lauren Smith, Dr. Mesrop Tarumianz, Dr. Francis Braceland, Dr. N. K. 


Rickles. 


ARTHUR H. Ruactes, M. D., Chairman 
D. Bonp, M. D. 

Kart M. Bowman, M.D. 

GeorcE H. Stevenson, M. D. 
Epwarp A. StrEcKER, M. D. 

SAMUEL HamItton, M.D., Advisor 
WINFRED OvERHOLSER, M. D., Advisor 
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BOOK REVIEWS 


MENTAL HEALTH IN MoperNn Society. By Thomas 
A. C. Rennie, M. D., and Luther E. Woodward, 
Ph.D. (New York, The Commonwealth Fund, 
1948.) 


World War II brought an immense number of 
problems to the psychiatric profession, both while 
the war was still in progress and during the period 
of time that followed it. Some of these were dealt 
with satisfactorily, others remain to be solved, and 
all of us have felt the great need of an adequate 
survey which would serve both as an evaluation of 
what has already been accomplished and a presenta- 
tion of the work that must be done in the future. 
The present volume, therefore, comes as a very 
welcome contribution, not only to the psychiatric 
profession, but to everyone who, professionally or 
as layman, has become involved in dealing with this 
complex situation. The book consists of 3 parts. 
The first one deals with the lessons learned during 
the war period, the second one with the -.post- 
emergency problems in mental health, and the third 
one presents a survey of the sources and techniques 
that can be used in treatment and prevention of 
personality problems in the present situation. 

Although the first part deals primarily with 
problems that developed during the war, its value 
is not limited in that sense. It does, of course, 
emphasize particularly problems that occur in such 
an emergency, their effects upon human adjustment, 
and the methods which emerged as the most useful 
in dealing with such effects. As one reads this part, 
however, one cannot help realizing, as we did even 
during the war, that the problems that occurred at 
that time and the measures that were utilized to 
combat them could be applied to other emergency 
situations, too, and furthermore could also be ap- 
plied to the more insidiously developed personality 
problems that we find in peacetime. In fact, a 
number of the methods that were introduced at that 
time are even now being applied in the general prac- 
tice of psychiatry. 

In Part II a brief survey is undertaken of the 
problems that were left in the wake of the war. 
Although it does not coincide with the somewhat 
panicky prognostications that were made by some 
during the early days of the war, it provides a 
realistic evaluation of the problem as it actually 
exists and as it is related to the processes that led 
to its development. 

Part III is perhaps the most representative of the 
subject implied in the title of the book because it 
reaches out beyond the conditions that are limited 
to emergency situations, to the consideration of prob- 
lems that have come to stay with us by virtue of a 
change in our social organization. It, furthermore, 
deals with some problems that have in themselves 
had nothing to do with the war even though they 
may have been somewhat accentuated by it. The 
outstanding feature of this third part is the emphasis 


which is placed on the “teamwork” in the treat- 
ment of personality disturbances. There is an evalu- 
ation of the functions that each one of the members 
of such a team, namely the practicing physician, the 
social worker, the psychologist, minister, and psy- 
chiatrist, can contribute in dealing with such prob- 
lems, followed by an outline of the practical applica- 
tions of the lessons that we have learned, to the 
treatment of specific situations in which such prob- 
lems are most likely to develop. 

The book covers a great variety of subjects re- 
lated to psychiatry, which is occasionally done at 
the expense of depth. At the same time, it is quite 
obvious that it directs itself to groups that are not 
limited to the specialists in psychiatry, or even 
those who are professionally involved in the treat- 
ment of such problems. As a result, to some of us 
the material may seem at times somewhat superficial 
and to others the statements made may appear so 
obvious as not to need re-emphasis. What it may 
lose in depth, however, it certainly gains in compre- 
hensiveness and the emphasis on interrelationships. 
As one reads the book and gains the impression of 
the presentation as a whole, it becomes quite ap- 
parent that in order to grasp the implications of 
such problems we must have a multidimensional 
approach and, therefore, the presentation of the 
subject must follow broad outlines rather than em- 
phasis on any particular technical complexity. 

The book is written well, reads easily, uses a 
minimum of highly technical and controversial ex- 
pressions and should prove an excellent reference 
to all those who participate in the treatment of prob- 
lems of mental health. 

MALAmup, M.D., 
Boston University School 
of Medicine. 


EINFUHRUNG IN DIE KLINISCHE ELEKTRENKE- 
PHALOGRAPHIE (Introduction to Clinical Elec- 
troencephalography). By A. E. Kornmiiller. 
(Munchen-Berlin: J. F. Lehmanns, 1944.) 


There have been very few books on the subject 
of “brain waves.” It takes indeed a certain courage 
to try to embody in book form the summary of ‘the 
accumulated information in such a fluent and 
rapidly developing field as present-day electroen- 
cephalography. A great part of such a textbook is 
unavoidably condemned to be rapidly overshadowed 
by expanding knowledge due to the development 
of new technical facilities. This difficulty may be 
obviated, however, by integrating in a didactic text 
a wealth of personal research and clinical experi- 
ence and by introducing in it original ways of in- 
terpretation of carefully recorded material. These 
considerations come to mind when one tries to 
evaluate the weaknesses and the qualities of the 
monograph published by Dr. Kornmiiller. 
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In this book the author not only attempts to 
present a didactic text of clinical electroencephal- 
ography, but also offers the fruit of his own per- 
sonal experience and meditation. This latter part 
is of particular interest as some of the author’s re- 
search goes back to the days of Berger’s original 
work and also as a great deal of the book expresses 
the activities of German electroencephalographers 
isolated during the war from the rest of the scientific 
world. 

‘The first chapter deals with nomenclature and 
technique. However excellent this chapter could 
have been at the time and place it was written it 
has lost a great part of its practical value. The 
next chapter treats the problem of normal electro- 
encephalograms with a surprising lack of complete- 
ness. The following chapters are devoted to abnor- 
mal EEGs and contain most of the original material. 

One should refer particularly to a concept of the 
EEG pattern of fatigue which may appear un- 
familiar to American workers. A closer analysis 
of the related facts shows that this pattern is well 
known to every competent electroencephalographer 
and particularly to those who deal with mental 
patients. The author characterizes this pattern as 
being expressed by moderate amplitude, moderately 
slow waves, predominating in the frontal (an- 
terior?) regions of the brain, occurring by epi- 
sodes, replaced after sensory stimulation by alpha 
activity, and suppressed by hyperventilation. This 
description is characteristic of the EEG patterns 
of states of drowsiness which wax and wane with- 
out being resolved in definite patterns of full sleep. 
The author’s merit is in showing the great inci- 
dence of this pattern in “fatigue states,” which he 
could observe particularly well in patients with 
recent battle experiences. 

Another original way of interpretation of com- 
monly observed patterns is to consider a bilaterally 
symmetrical, nonspecific, slow activity predominat- 
ing in the frontal lobes (“‘f-waves’”) as an expres- 
sion of the disturbance of the cerebral regulation 
of the autonomic nervous system. Such views 
should be linked with the pronouncements of some 
American workers (particularly Darrow). Un- 
fortunately the author does not give in his mono- 
graph specific data which would substantiate this 
hypothesis. 

The reader will be impressed by a number of 
specific examples suggesting the lateralizing value 
of the depression of alpha activity (or of “f-waves,” 
for that matter) in the localization of a great 
variety of clinical conditions, particularly of trau- 
matic origin. 

In the last chapter the author discusses the re- 
sults of his experimental animal work and of that 
of his associates. The spirit of this chapter is most 
commendable as it reflects the endeavor of the 
author to make use of every bit of experimental 
knowledge for a correct interpretation of the pat- 
terns occurring in clinical electroencephalography. 

To sum up, this is not a comprehensive book of 
electroencephalography. It contains, however, a 
great deal of information of interest to the pro- 
fessional worker and as such it constitutes a valu- 


able and lasting contribution to electroencephalo- 
graphic literature. 
W. T. Lrperson, M.D.: 
Hartford Hospital, 
Hartford, Conn, 


An INtTRopUCTION To CLINICAL PsycHo.Locy. With 
a foreword by George D. Stoddard. By L. 4. 
Pennington and Irwin A. Berg (Editors), 
(New York: The Ronald Press, 1948.) 


In their preface the editors state that this 
multiple-authored book is intended for use as a 
text for the first course in clinical psychology. They 
specify that it is not designed to make a student 
master of any special area. It is the editors’ belief 
that, for the introductory course in clinical psy- 
chology, an eclectic survey of the field is a basic 
need. Unfortunately, however, they have failed to 
make clear at what point in the college curriculum 
the first course in clinical psychology is assumed 
to be placed, how much previous training is re- 
quired, or how extensive a_ technical vocabulary 
may be counted on. That institutions differ in their 
emphasis on various aspects of clinical work is 
recognized by the editors. That they also differ in 
respect to the level of student competence required 
for entrance to the specialized field has not, ap- 
parently, been equally clear to them, nor would it 
appear that the authors of the separate chapters 
have had a uniform concept as to the professional 
training of their readers. This in part accounts for 
the feeling of unevenness that is encountered upon 
reading the book. 

The book is divided into 5 parts, with contents as 
follows : 

Part I. Introduction. “The meaning of clinical 
psychology” by Raymond B. Cattell; “What is 
normal behavior?” by O. H. Mowrer. 

Part II. Clinical Problems. “Signs of personality 
disintegration” by D. W. Dysinger; “Behavior 
problems of children,” by Gladys Lowe Anderson 
and Harold H. Anderson; “The mental defective” 
by Mandel Sherman; “The physically handicapped” 
by Stanley S. Marzolf; “The educationally back- 
ward” by Robert M. Bear; “Speech and person- 
ality” by Fillmore H. Sanford; “Tension states” by 
Annette G. Washburne; “Psychosexual behavior” 
by Josephine Ball; “Psychological trends and prob- 
lems in later maturity” by Raymond G. Kuhlen: 
“Antisocial personalities” by Hervey Cleckley ; and 
“The psychoses and the psychoneuroses” by R. M. 
Dorcus. 

Part III. Clinical Methods. “The measurement 
of achievement and aptitude” by John E. Horrocks; 
“Intelligence testing and clinical practice” by Ann 
Magaret ; “Interest and personality tests” by Wilma 
T. Donahue; and “Projective methods” by Helen 
Sargent. 

Part IV. Psychotherapy. “Directive techniques” 
by Fred McKinney: “Client-centered therapy” by 
William U. Snyder; “The semantics of adjust- 
ment” by Wendell Johnson; and “Recent advances 
in the treatment of mental diseases” by George K. 
Yacorzynski. 
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Part V. Professional Relationships. “Psychiatry 
and clinical psychology” by David G. Wright. 

The chapters differ greatly in length, in com- 
pleteness, and in the freshness and originality of 
their contents. Those by Ann Margaret and by 
Helen Sargent are especially to be commended and 
there are a number of other excellent contributions. 
In contrast, several of the chapters are noticeably 
weak. Considered as a whole, the book is disap- 
pointing. Its unevenness of content militates against 
its use as a text for beginning students. There are 
a number of rather surprising omissions. For ex- 
ample, the final section on professional relationships 
makes no mention of the relation of the clinical 
psychologist to the court, the social agency, or to 
the medical profession in general, especially to the 
pediatrician. Certainly these are important enough 
to merit some consideration. Regardless of one’s 
personal attitude toward psychoanalysis, the dis- 
missal of the topic with but slightly more than a 
single page of very general discussion seems rather 
cavalier treatment in a text designed to acquaint 
the student with the field of clinical psychology as a 
whole. A chapter on the settings in which the 
clinical psychologist functions and the type of work 
likely to be called for in each would have set the 
stage for a clearer understanding of the nature of 
the profession and of the requirements for enter- 
ing it. 

FiLorence L. GoopenouGH, Pu. D., 
Lisbon, N. H. 


PsyCHOLOGICAL WARFARE. By Paul M. A. Line- 
barger. (Washington: Infantry Journal Press, 
1948. ) 


This book is a product of experience rather than 
research. The author worked for 5 years as a 
civilian expert and an army officer in American 
Psychological Warfare facilities. Part One is con- 
cerned with the history, definition, and function of 
psychological warfare. The introductory chapter 
provides a variety of historic examples from Gideon 
to the Boers. The 2 chapters which follow serve to 
define and delimit the subject matter. 

Psychological warfare is defined as consisting of 
the application of psychological facts and principles 
to the conduct of war. More broadly it comprises 
the use of propaganda against an enemy, together 
with such other operations of a military, economic, 
or political nature as required to supplement propa- 
ganda. Propaganda is here restricted in meaning 
to the planned use of any form of communication 
designed to affect the thought and action of a group 
for a specific purpose, and an attempt is made to 
distinguish it from education, salesmanship, and 
public relations. Political and security limitations 
as well as restraints in the way of media and per- 
sonnel are outlined and described. There follow 
several chapters concerned with the development of 
psychological warfare in World War I and World 
War II. The efforts and accomplishments of the 
Germans, the Japanese, and the Russians, as well 
as those of the British and the Americans are briefly 
sketched. 


Part Two deals with techniques and procedures 
for the analysis of propaganda, with the choice of 
media for analysis such as radio programs, printed 
materials, and posters and with the uses of such 
procedures. Estimates of enemy goals, plans, and 
activities, the ends of propaganda analysis are pre- 
sented and illustrated. Practical procedures for 
estimating the enemy’s propaganda situation are 
given in terms of the audience, the goals, the limita- 
tions of policy and media, and the relations of all 
these to the general military estimate of the situation. 

The organization for psychological warfare, its 
planning and operations, are described in Part 
Three. The development of American psychological 
warfare agencies, their relationships to British and 
other agencies, the organization of OWI and its 
domestic and overseas branches are described. 

The final chapters outline and illustrate opera- 
tions against civilians and troops, goals, and princi- 
pal techniques. 

Psychological Warfare makes interesting reading 
and offers a wealth of figural and textural illustra- 
tion in spite of the subject matter’s beirig loosely 
organized and repetitious. Although their applica- 
tion is ad hoc and unsystematic, psychological facts 
and principles are freely utilized in the development 
and justification of propaganda and analytical tech- 
niques. This intensely practical book aims to pro- 
vide, through systematic exposition, a working 
knowledge of psychological warfare techniques and 
principles. It is not the text of an applied science, 
but it was not so intended. 

Haroitp M. Hivpretnu, Pu. D., 
Veterans Administration, 
Washington, D. C. 


Tue RECRUITMENT, SELECTION, AND TRAINING OF 
Soctat Scientists. By Elbridge Sibley. (New 
York: Social Science Research Council, 1948.) 


This volume is of general interest to all con- 
cerned with the progress of the social sciences. It 
will be of special interest to psychiatrists in so far 
as there is any parallel between the relation of psy- 
chiatry to other medical specialties and the relation 
of social science to natural science. 

It has sometimes been suggested that the caliber 
of work in the social sciences suffers because the 
social sciences fail to attract any considerable 
number of scholars of high ability. By appropriate 
surveys, using academic records and honors and 
Graduate Record Examination scores as indices of 
ability, Sibley is able to show that the number of 
highly able students in the social sciences does not 
compare very unfavorably with the number in the 
natural sciences. The highly able students appear 
to be accompanied, however, by a larger number of 
less able students in the social sciences than in the 
natural sciences, and this fact may be instrumental 
in lowering the quality of the training. 

While recruitment and selection of social scien- 
tists remain as important problems, this evidence 
does show that the especially critical problem is 
the character of the training obtained by social 
scientists. If it is clear that able students enter the 
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social sciences, and that their later scientific con- 
tributions are often not of the quality that might 
reasonably be expected of able men, the inference 
is highly likely that the reason lies in the failure of 
their training to equip them fully with the technical 
skills and modes of approach that could most ef- 
fectively permit their general ability to function well 
in the specific realm of social science research. The 
recommendations offered for improvement of train- 
ing are somewhat specific to the field of the social 
sciences. The more general point, of placing re- 
sponsibility clearly upon those who are providing 
training, is a challenge to teachers in all fields in 
which there is dissatisfaction with the rate of scien- 
tific and professional progress. 
Irvin L. Pu. D., 
Department of Psychology, 
Yale University. 


BIOLUMINESCENCE. By E. Newton Harvey et al. 
(Annals of the New York Academy of Sciences, 
vol. XLIX, Art. 3, pp. 327-482. Published in 
paper covers as a separate by the Academy, 
New York, 1948.) 


This is a collection of papers which resulted from 
a conference on bioluminescence held by the Section 
of Biology of the New York Academy of Sciences. 
All the authors are actively engaged in the study 
of various aspects of bioluminescence and conse- 
quently these papers may be taken as authoritative 
statements of the present state of our knowledge of 
various aspects of this subject. The first one deals 
with the occurrence of luminescence in the various 
organisms and particularly with the forms which 
have been of greatest use in the investigation of 
light production. 

It has of course been established that biolumines- 
cence consists actually of light production during a 
chemical reaction. What is known in general of the 
production of light by chemical reactions in «~ queous 
solutions is therefore of the greatest interest in con- 
nection with the mechanism of light production in 
living organisms. This is reviewed in the second 
paper. Only 5 bioluminescent reactions apparently 
have been studied in vitro. Of these the one which 
has been used most extensively is that found in the 
marine ostracod, Cypridina. A detailed considera- 
tion of some of its characteristics is given in the 
third paper. Studies of the effects of temperature, 
pressure, and various poisons on bioluminescent 
reactions are summarized in the fourth paper. This 
work leads to implications and conceptions which 
are likely to have broad application generally to 
enzymatic reactions in living systems. The last 
paper, which in volume forms approximately the 
last half of the collection, deals with the anatomy 
and physiology of the light organ of the firefly. Al- 
though there is a considerable literature reviewed in 
this connection, the author points out “there seem to 
be surprisingly few unequivocal major conclusions 
which can be drawn.” 

The general style of the presentation of the ma- 
terial in this volume is strictly scientific rather than 
popular. The 5 papers do not profess to represent a 


complete account of what is known about biolunj. 
nescence but aim instead to provide a summary of 
the several aspects of bioluminescence which are 
under active investigation at the present time. 
K. C. FisHer, Ph. D., 
Dept. of Zoology, 
University of Toronto, 


FATHER LAND. By Bertram Schaffner, M. D. (New 
York: Columbia Press, 1948.) 


Studies based on adequate psychiatric and an. 
thropological methods dealing with cultures other 
than our own are always of interest and value to 
psychiatrists. This present volume is unusually 
well done and represents a definite contribution to 
this field. 

The author begins with an extensive discussion 
of his methods of study, an important and fre 
quently overlooked part of any work of this type, 
He then discusses the German family, especially 
developing the father-mother relationships. This sec- 
tion is of primary importance. The father is de 
picted as omnipotent, omniscient, and omnipresent, 
the source of all authority, security, and wisdom, 
and of superior status to every other member of 
the family. His authority was not attacked by the 
Nazi government provided he was a follower of 
National Socialism. Of course, if he were nota 
Nazi, his authority was replaced by the State which 
took over the same function with the same preroga- 
tives. A large number of cases are given and 
Schaffner has well presented his material to demon- 
strate his point. 

The contrast with the mother is also well made 
and she is presented as completely dependent, work- 
ing in what is essentially man’s domain and having 
authority only over her kitchen and nursery and the 
hired help therein. Any authority over the children 
is of course subject to the approval or disapproval 
of her spouse. The chapter dealing on the indoc- 
trination of the children into this specific family 
pattern is of interest in demonstrating the develop- 
mental fears of authority, obsessive traits, restric- 
tions, rigidities, and passivities and aggressions of 
the German child. Such characteristics are familiar 
to those of us who have had an opportunity to 
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work with German families and as a result of such 
observations a sort of German national character 
has been predicated. 

Schaffner does not make the mistake of labeling 
the German family or German society as patho- 
logical or of ascribing to them any sort of specific 
diagnosis. He points out that the familial structure 
represents only a common denominator useful as a 
standard of reference and of value to anyone think- 
ing about the present German problems. 

Hitler, of course, was well aware of this basic 
structure and utilized it successfully in his develop- 
ment of the Third Reich. Schaffner has shrewdly 
pointed out some of the methods employed by Hitler 
and his associates and has equally well indicated 
that removal of the Nazi party is not enough to 
produce an actual shift in German thinking. He 
stresses the point that anti-Nazis are Germans too 
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and that superficial attempts to change German 
functional familial patterns are essentially doomed 
to failure. Schaffner rightly believes that merely 
stripping them of the trappings of National Social- 
ism will leave an unfilled need for a substitute for 
the lost father-symbol. Such need may well lead 
the German to support a new authoritarian govern- 
ment; a problem which has apparently not been 
adequately met by our own military occupation. 

The role of the American soldier as an educator 
is discussed and the common question resulting from 
American occupational activities, “How did your 
Army conquer the magnificently trained German 
army without discipline?” is forcefully emphasized. 
It is Schaffner‘s notion that an American example 
of functional ability without disciplinary rigidity 
may be of some value but he also presents many of 
the well-known problems of the American Occupa- 
tion which have tended to offset this example. 

The author indicates 3 avenues of approach to- 
ward modification of the German character and be- 
lieves that such modification is an important aim 
of re-education. He does not make the mistake of 
believing that the Germans as a group are suffering 
from any mental illness and stresses the point that 
he does not hold to the idea that the individual 
German can be regarded as suffering from a na- 
tional form of mental disease. His feeling is that 
the problem of the German people at present is in 
part due to the difference in their personality and 
character structure from that in Western countries. 
He would modify this character through political 
ideologies, changes in social and legal institutions, 
and changes in interpersonal relations and family 
life. His discussion of these matters is pertinent 
and valuable and should be required reading for 
those military and civilian personnel siationed in 
Germany. 

The last section of the book is a series of appen- 
dices discussing screening centers, techniques used, 
and gives typical histories and examples. This book 
represents a reasoned study of some of the problems 
in Germany and is by all odds the best volume 
dealing with the German national character avail- 
able to date. 

Douctas M. KE M.D., 
Bowman Gray School of Medicine, 
Winston-Salem, N. C. 


UNDERSTANDABLE Psycuriatry. By Leland E. 
Hinsie, M.D. (New York: Macmillan Co., 
1948. ) 

The contents of this book are addressed equally 
to the patient and the physician. In these 359 pages 
there are 19 chapters, 11 of them on the general 
psychodynamics of human feelings, drives, and at- 
titudes playing in and upon the body and mind of 
the individual. The other 10 chapters concern them- 
selves with the major classical psychiatric break- 
downs. 

The book is filled with the common-sense, prac- 
tical knowledge of the experienced clinician in psy- 
chiatry. The author succeeded in translating this 


experience with sick people into terms of usefulness 
for the intelligent layman and general physician. 

If one can appreciate the importance of free 
association as a stimulus to thought by making one’s 
own associations freer, he would enjoy this book, 
but if he is dependent on good organization of 
material for his edification he would find these 
loosely pulled together chapters with scattered con- 
tent a bit disconcerting. 

The layman would get a lot out of the author’s 
simple explanations of psychosomatic interrelation- 
ships. He might be a little overconcerned about 
the chapter on Regressive Living, perhaps more 
because the author has not balanced it with the 
positive aspects of regression in everyday living 
than because of the content itself. 

So far as the general physician is concerned, he 
is likely to turn to the last 10 chapters on the 
major conditions, but he should not do this until 
he reads the first 9. The layman might skip through 
the last 10 chapters then go back and carefully 
read the first 9, keeping in mind that he is listening 
to a specialist talking more ad lib about the broad 
subject for the creation of an attitude rather than 
for the acquisition of easily remembered formal 
facts. For those who wish the latter, the author 
could have tried to pull everything together in a 
summary chapter. 

The official classification of mental disorders in 
the Appendix should be in the possession of every 
physician. The student who reads this book will 
be disturbed by the almost complete absence of 
documentation and bibliography. 

S. A. 


ASSESSMENT OF MEN: SELECTION OF PERSONNEL 
FOR THE OFFICE OF STRATEGIC SERVICES. By the 
OSS Assessment Staff. (New York: Rhine- 
hart and Co., 1948.) 


This book describes the cooperative effort of a 
large group of psychiatrists, psychologists, and other 
social scientists to develop valid methods of select- 
ing personnel for specific tasks in the Office of 
Strategic Services during the recent war period. 
The authors hope that “it will invite the attention 
of those who are concerned with the problem of 
predicting human behavior, especially if they are 
engaged in practicing and developing clinical psy- 
chology and psychiatry and in improving present 
methods of diagnosis, assessment, and selection.” 
All procedures are described in detail, and a val- 
uable final chapter outlines recommendations for 
the guidance of other individuals or organizations 
faced with the problem of selecting highly qualified 
personnel for specific tasks. 

The assessment procedure consisted primarily of 
making predictive ratings on the basis of a number 
of variables representing the abilities and qualities 
believed necessary for the accomplishment of the 
various tasks performed by OSS personnel. Per- 
haps the most unique feature of the program was 
that assessment was done over a 34-day period 
during which time the staff and candidates lived 
together virtually under one roof. The variables 
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rated were as follows: motivation for assignment, 
energy and initiative, effective intelligence, emo- 
tional stability, social relations, leadership, and se- 
curity. For certain jobs additional variables were 
rated: physical ability, observing and reporting, 
propaganda skills, teaching ability, and recruiting 
ability. Ratings were made individually and by the 
staff as a whole according to a plan designed to 
equalize differences in the abilities, personalities, 
and prejudices of the staff members. At a later 
time appraisal ratings were obtained from the OSS 
personnel associated with the individual in his post- 
assessment assignment. 

A basic weakness of the work reported, and so 
stated by the authors, arises from the fact that the 
assessment unit was set up to perform a service 
rather than primarily as a research organization. 
Adequate validation data are, therefore, lacking in 
many instances, and the reader is asked to accept the 
qualitative judgment of the assessment staff and 
OSS administrative personnel that the utility of 
the program was worth the time and cost. It ap- 
pears evident from the data presented, however, that 
assessment contributed to the efficiency of OSS 
operations by reducing the number of personnel 
failures, and that the methods developed have great 
promise for future use in situations where more of 
the factors of selection and validation can be con- 
trolled. Harotp M. Hivpretu, Pu. D., 

Veterans Administration, 
Washington, D. C. 


Lire Is For Livinc. By D. Ewen Cameron, M.D. 
(New York: Macmillan, 1948.) 


This book is a philosophy of life at the practical 
and immediate level from the point of view of one 
psychiatrist. There is nothing metaphysical and 
nothing pedantic about it. No scientific termi- 
nology is used. It is easily comprehended by the 
average citizen, for whom it is obviously written. 

The subject matter takes up many aspects of liv- 
ing, particularly contrasting what is with what 
could be if it only were not for what has been. 
Psychiatric problems of a general nature, such as 
anxiety, guilt, hostility, growing up, and ageing, 
are discussed in relation to sociological problems, 
such as the development of social institutions, myth- 
ology, and convention. 

These topics are discussed with impatience and 
without inhibitions. By many it may be regarded 
as a radical philosophy. It is easy to read, sprightly, 
and written in concrete terms with much illustra- 
tive material drawn from history and case work. 

J. Butter Tompkins, M.D., 
Concord, Mass. 


SUGGESTIVE THERAPEUTICS. By H. Bernheim, M.D. 
Translated from the 2d revised French edition 
by Christian A. Herter, M.D. (New York: 
London Book Co., 1947.) 


It is well that this excellent work has been re- 
issued. The first French edition was published in 


1884. It was revised and amplified in the edition of 
1887, and Herter’s translation appeared in 1889, of 
which the present volume is a reprint. A more coms 
prehensive work, “Hypnotism, Suggestion, Psychos 
therapy,” was published by Bernheim in 1890, witha 
later expanded edition in 1903. (This work pre. 
sumably was not translated.) 


Beginning with the hypnotic techniques of 


Charcot, Bernheim inclined rather to the methodgj 


and principles of his Nancy colleague, Liébault, whe 
postulated simple suggestion as the crucial factor 
in psychotherapy, with or without hypnosis. He 
gave full credit to Liébault for establishing this 
common-sense view, but it was Bernheim who elabo- 
rated the system and gave it currency. Through 
him as professor in the University, suggestive ther- 
apy was accepted by the profession as widely appli- 
cable in the field of medicine. In this volume, as he 
explains in the preface, he deals entirely with 
“verbal suggestion and its application to thera- 
peutics.” 

It was the reviewer’s privilege to spend some 
time with Professor Bernheim and to attend his 
clinics at the general hospital in Nancy. His method 
was simplicity itself, and it would be difficult to 
picture a more universally applicable and effectual 
form of psychotherapy. A therapeutic atmosphere 
prevailed in his wards and the mere presence of the 
chief tended to induce calm and reassurance. Plac- 
ing his hand on a patient’s forehead, perhaps press- 
ing the eyelids gently and uttering a few auiet 
words, would bring sleep, and verbal suggestion 
would continue. More often, however, he did not 
seek to induce a hypnotic state but relied on the 
authority of his explanation and suggestion to the 
waking patient. Indeed he never ceased to empha- 
size the rdle of simple verbal suggestion as the 
basis of psychotherapy. 

In this book the author describes in detail his 
technique and its varied application. He discusses 
the range of hypnotic and somnambulistic phenom- 
ena and the physiological changes caused by the 
emotions as well as by hypnotic suggestion. He re- 
ports haemorrhagic stigmata resulting from both 
suggestion and autosuggestion. “More than 100 case 
histories illustrate the text. 

It must be remembered that this book was written 
for readers of 60 years ago when, in the minds of 
the public and of the profession as well, hypnotic 
and other psychotherapeutic procedures were less 
clearly distinguished from charlatanry than we like 
to hope they are today. It was Bernheim’s great 
service to bring a measure of order out of chaos, 
to reduce suggestive therapy to its simplest terms 
and indicate its psychological foundations, thereby 
making it respectable, and to demonstrate to the 
medical profession at large that it was not attain- 
ing its full usefulness if it failed to include this 
powerful instrumentality in its therapeutic arsenal. 


C. B. F. 
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